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THE practice of psychiatry, 
which for a long time was a sort of 
stepchild of medicine, is rapidly com- 
ing into its own. Some people wel- 
come this development, but others 
are suspicious and alarmed. The 
alarm should not be so much at the 
psychiatrist as at the great number 
of patients suffering from neuroses 
and psychoses; at the dreadful num- 
ber of incurables, and at suicides. 

We could go further: we should 
be properly alarmed at the terrific 
number of those for whom nothing 
is being done. The psychiatrists are 
not to be feared so much (there 
are only 4000 of them in the United 
States) as the number of their pa- 
tients; or, to be more specific, the 
enormous number of those who 
should be their patients. 

Except in some large specialized 
centers, a psychiatrist is the last per- 
son consulted. Our patients as a rule 
1ave had an alarming number of 
questionable operations — between 
0 per cent and 50 per cent. Many of 
them have gone to some disreputable 
orm of practitioner or cultist out of 
heer desperation. 

The layman’s suspicion is not 
-hared by our Sisters and nurses, 
vho have done more than gaze at 
he procession of human ills with 
-ympathy. They have given up their 
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lives to the cause of helping to re- 
lieve suffering, and I have the deep- 
est respect for them. 

I have a profound admiration for 
the laboratory technician who has 
trained herself to do more accurately 
and efficiently her work down to 
the stage where she can decolorize a 
gram stain without looking at it 
under a microscope. 

I admire that nurse who has 
trained herself to give even a painless 
hypodermic instead of poking a 
needle nonchalantly somewhere in the 
poorly vascularized fat; the dietitian 
who can make a _ diabetic and 
nephritic patient's diet palatable; the 
receptionist who can spare a grief- 
stricken family’s feelings — and so 
down to all those who really love 
sick human beings. 

To all of us, it does good upon 
occasion to worry about the sick. One 
never learns as well to be a good 
doctor or nurse until the time he is 
surrounded by a few terribly sick pa- 
tients, in the middle of the night, in 
half-lit endless corridors, with aching 
back and feet, without consultant or 
supervisor to discuss the matter. 
That is when our ingenuity becomes 
keen, our energies revive, and we 
really think of helpful things. 


Some Telling Statistics 
The problem of care for the men- 


tally ill is a vast one, one that de- 
serves our profound interest. | am 
sure that those who have opened their 
hearts to their sick will 
determine to do something about one 
of the most neglected health aspects 
today. Just let us consider some of 
the elemental facts, stunning in their 
implication : 

Of all the children in school today, 
close to one million will time 
go to a mental institution or a jail 
Of all the high school youngsters in 
the United States today, more will 
go to a mental hospitai or to jail 
than will go to college 

We had the opportunity to ex- 
amine all the men 20 and 
35 at the induction more 
than one third were rejected because 
of nervous or mental disability. This 
does not mean that they were deemed 
incapable of pushing a plow, working 
on an assembly line, even to be 
executive of a more peaceful enter- 
prise, but they were deemed incapable 
of enduring great stress. 

And there is a breaking point 
as far as we are led to believe by 
careful observation — for all of us 

I can hear the refuge taken in 
separating, bisecting as it 
human being into Mind and Body. 
This is only a distinction devoid of 
reality in this world. Any 
of metabolic 
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mental ailments: old age for one, 
uremia, thyrotoxicosis, vascular dis- 
eases. It is well known that many 
mentally ill without care develop any 
number of deficiencies and _ tuber- 
culosis. Some mental institutions 
have separate tuberculosis wards. 


Prejudice Breeds Neglect 

We live in an age where there is 
still much ignorant prejudice regard- 
ing the patient afflicted with a psy- 
chosis or a neurosis. There is still the 
impression to the effect that a gall- 
bladder ailment is a more honorable 
and fashionable topic for after dinner 
conversation and that the same per- 
son should be ostracized because of 
a disorder of the brain or nervous 
system, however temporary. There 
is still the impression that any mental 
patient is dangerous, demented, de- 
void of intelligence, endowed with 
terrifying strength. The consequence 
is that anything ought to be good 
enough for them; that they should be 
put away. 

We ease our consciences by think- 
ing that such patients do not realize 
their ailment. I beg you for a few 
moments to open your heart and 
mind to the hideous suffering of the 
patient, common enough, who enters 
our office, sweating with anguish and 
tortured, who says, “Doctor, I am 
losing my mind. I will die a horrible 
death in a mental institution after 
having lived separated from my 
family, friends, my home-town peo- 
ple. I cannot pretend any longer. I 
cannot stand a life of sham. I am 
going through motions. I am at the 
end of my rope. My mental disease 
is showing.” And he is right. 

He is tired of everyone who tells 
him it is imagination; tries to humor 
him; tries, well meaningly enough, 
to make him do things which require 
from him incredible effort. Every 
psychiatrist has seen that person. 

Or think of that young girl, 20 or 
25, or that boy about the same age, 
who arrives with Mother. Mother 
tells you that her child was such a 
good baby. She may have with her 
diplomas to prove how good the child 
was in school. He or she cannot be 
mentally sick. “She is intelligent, 
Doctor.” She wanted to be a nun; 
he wanted to be a priest. The story 
is so stereotyped as to be tiring if it 
were not so tragic. There are 40,000 
around that age admitted every year 
to the institutions of the United 
States. 


The Mentally Sick Do Suffer 

The horrible suffering and struggle 
of countless of thousands is some- 
thing pathetic to see. The agony of 
a mind —I know of few more pain- 
ful sufferings — some screaming with 
despair ‘and horror at each schizo- 
phrenic feeling of unreality which at 
times may come with amazing sud- 
denness. One must have sat with 
these young people by the hour, hear- 
ing their agony, to measure the im- 
mensity of such suffering. 

One priest recently conveyed his 
sufferings: “I am in the public eye 
constantly. For more than 20 years, 
Doctor, it has always been with me. 
I have learned how to smile — at 
times before a mirror I check to see 
if I can do it convincingly. But I 
have not felt like smiling.” 

A teacher told me: “I have been 
covering up, playing a refined comedy 
for eight years, eight hours daily, 
when I feel like hiding, weeping, or 
groaning with despair.” 

Both these patients, by the way, 
could be cured in an average of six 
weeks. What untold and unnecessary 
suffering over a period of years! 
They, like countless others, were 
victims of prejudice. They took 
benzedrine by the gross; sedatives 
by the pound; hormones by the pint; 
vitamins—hundreds of dollars worth. 
In desperation, they took alcohol — 
the sedative of the poor — and were 
further ostracized as “drunks.” 

Rather than visit a psychiatrist 
and go to an institution —the ma- 
jority cannot afford the high price 
of the private mental hospital — it 
is common practice to cover the dis- 
ease or hide the patient until incur- 
able. As said before, the danger is 
not in the psychiatrist —it is in the 
number of patients who do not re- 
ceive the care they require. 

How does the psychiatrist feel 
when a patient enters his office who 
has been ill five, ten, fifteen, or more 
years? He has been advised of all 
that should have been avoided, he 
has been told that marriage is a 
remedy, he has been advised to take 
trips to the mountains, to the shore, 
to the desert, to the islands, on the 
ocean. Moreover, all his money has 
been spent in expensive clinical tests 
and observations, mostly at the re- 
quest of the family. How does he 
feel when a mother, father, son, or 
daughter enters his office, the story 
sounding ominous — Yes, the patient 











could have had a chance years ago. 

How does he feel when he foresees 
threatening dangers such as murder, 
arson, scandals of various sorts, sui- 
cide, or trouble which will end in ‘the 
divorce court? More people commit 
suicide every year than die of perfo- 
rated peptic ulcer. It is with a feeling 
of helplessness, too, that he sees in the 
newspapers in the pages of crime the 
undoubted photograph of one that he 
was to examine. No one wanted to 
believe this man who became a 
criminal. 


Where Can They Go? 

If the relatives are alarmed, they 
ask: “What shall we do with the 
patient?” It reduces itself to this: 
The state hospital or city hospital; 
the private institution. The parent 
expresses his horror at suggesting the 
state hospital. It will not do to say 
that many are very good, though 
most are understaffed. It is true that 
some are entirely inadequate to offer 
modern treatment which might give 
a remission to the patient’s ailment. 
Many recent statements from di- 
rectors corroborate the idea that 
where nurses should be in charge, 
their dear relative may be in the care 
of an underpaid attendant — perhaps 
chronically ill himself. But a great 
tribute is to be paid to those who 
staff state, federal, and city institu- 
tions, to that vast army of the most 
selfless public servants. 

I counted these tax supported in- 
stitutions. If my addition is correct, 
there are 265 of them. There are in 
publicly owned mental institutions 
503,378 beds — more than all other 
diseases combined, whether publicly, 
privately, or church owned, which 
aggregate 455,875 beds. 

The private institution must charge 
12 dollars a day and more for treat- 
ments and private nurses. I had one 
patient spending at least 40 dollars 
a day for three months. This is not 
within everyone’s means. 


Lack of Catholic Facilities 

I am positively ashamed and have 
no good answer to give when ‘he 
relatives or the patient ask us: “I-11 
there a Catholic hospital which 
would care for me?” You wish to 
hear the truth, don’t you? In 96 >er 
cent of cases, the psychiatrist in he 
United States must say no, ther is 
none. The same or worse holds ‘ue 
for Canada, except Quebec. On p ige 
13 of the Directory of Catholic b 0s- 
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pitals and Schools of Nursing, 1947, 
you can see: In Quebec, 85 per cent 
of the patients with mental and nerv- 
ous diseases are taken care of by 
Catholic hospitals. In the rest of 
Canada, guess how many? None. 

In the United States, the figure is 
3.4 per cent. To be exact, there are 
3,370 beds for mentally ill patients 
among the 99,811 beds in Catholic 
hospitals. Hence, to be honest, we 
have left the care of our mental pa- 
tients almost entirely to the state, 
federal government, and cities. 

I cannot express my feelings when 
[ see in an overcrowded ward of 
some institutions those who have 
een taught in Catholic schools, have 
erved in the ranks of our teaching 
taffs, and find among them priests, 
ind Sisters from some of our best 
cnown Orders. 

Recently, I saw a sad instance in a 
little patio enclosed on all sides and 
ibove with strong wire. Among il- 
literates of all colors sat a 60-year-old 
Sister. She had on a hospital-given 
pink calico dress. But to it were 
pinned the large sleeves of her former 
habit. “I worked with my Order for 
30 years,” said she; “see where they 
put me.” The state hospital did for 
her all it could. 

I can’t help but feel that we have 
failed and neglected God’s most help- 
less children, those whom nobody 
wants. I am not impressed when 
reading some Catholic hospital re- 
ports that 300 appendices were re- 
moved in their operating room, 92 
uteri and 50 pairs of tonsils. Would 
it not seem that an appendix is 
rather remotely Catholic—or ex- 
pendably so?—and tonsils, also? 
But a mind left without care — the 
very instrument of the Holy Spirit, 
according to our professed beliefs. 

To be practical about it: Do you 
think that we are doing our share for 
those afflicted with mental and nerv- 
ous disease? Is it to be the almost 
sole responsibility of the state? 

Of all the 361 Catholic schools of 
nursing, only 10 provide affiliation in 

sychiatry to the students of 55 
100ls. Where do the others go? 

ill they refuse to take care of such 

ients during their lives? 


An Actual Example 
mly a few weeks ago a mother 
‘vught to me a 9 year old post- 
ephalitic boy — a most intelligent 
~but a dangerous one, as his 
cher well knew. He was expelled 
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from the Catholic school. It was im- 
possible to take care of him at home 
and risk a serious behavior accident. 
The re-education of that boy was to 
be done carefully. 

At last, after a long search, one 
state hospital — not in the residence 
county of the boy — would take him, 
i.e., put him on the waiting list. His 
turn may come six months from now. 
What may happen meanwhile? 


These Are Questions | Should 
Like to Ask: 

Was it the mission of the Church 
to expel from its care those who were 
to suffer prolonged illness or the more 
difficult of her children to educate 
and re-educate? 

Was it the mission of the Church 
to care only for those who would 
be relieved of suffering in the shortest 
possible time? 

Was it intended that we leave the 
most abysmally miserable of God’s 
children in the care of overburdened 
states? 

Recently the tragedy of shortages, 
neglect, and horror was exposed by 
leading magazines. It forces some 
states to start on a program of 
modernization, humaneness, if not 
charity. 

You can still find wards where 
beds almost touch; where the patient 
has only a few square feet to move 
in; where charitable souls are too 
rare and where help is too scarce and 
underpaid to accompany the helpless 
to breathe the spring air and let a 
ray of sunshine warm their bones. 


Cures Are Possible 
More practically, I don’t mean 


that it is urgent to take care of the 
half million patients in those institu- 
tions. What we need is Aospitals, not 
institutions, where all that can be 
done to rescue patients from a living 
death and worse should be done. (1 
have priests under my care for whom 
something could have been done ten 
or fifteen years ago.) 

Convulsive therapies now send 
hundreds of suicidally depressed pa- 
tients home within a few weeks. 
Stupor treatments with a well trained 
staff help many schizophrenics to 
remissions within a matter of weeks. 
We have waiting lists in all our hos- 
pitals. Psychosurgery is producing 
some uncontested results with pre- 
frontal leukotomy — topectomy 
and thalamotomies which though in 
experimental stages are already send- 
ing home patients considered hopeless 
for years. Shall we be the last to 
have such psychosurgical wards? 

All these questions I beg you to 
remember. Ponder over them. Worry 
over them. Revive the Faith, Hope, 
and Charity which animated your 
holy Founders—and wonders will 
be accomplished. 

It is always a wonder and always 
will be that years ago, here in 
America, in almost any town of some 
size, two Nuns or Brothers came 
from abroad — others joined; from 
these rose the magnificent hospitals 
with hundreds of beds, branching out 
into more —all in many instances 
within the memory of a generation. 
I am sure that we can show that the 
same old Faith, Hope, and Charity 
can do for the mentally ill what 
they have done for the physically 
ill. 





His Eminence Cardinal Dougherty awarding diplomas to 204 graduates of the five 
Catholic schools of nursing in Philadelphia, in the Cathedral of SS. Peter and Paul, 
May 25, 1948. 
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Practical Suggestions for 





A Small Hospital Recovery Room 


THE supervision of the patient 
during the immediate post-operative 
period was for a long time relegated 
to the inexperienced, while the an- 
esthetist, intern, and surgical staffs 
continued with their operating-room 
schedules. Emergency situations com- 
monly arise during this period. Their 
occurrence may not be readily de- 
tected by the inexperienced attend- 
ant, or they may occur while the 
patient is still on the elevator or in 
a corridor with no available means 
of correcting the situation. Pande- 
monium can occur without much 
being done for the patient and more 
time is lost while frantic calls are 
put in for an available doctor. 

In 1942, the staff of the Mayo 
Clinic organized their first post-anes- 
thetic room and it has been an un- 
qualified success. During the later 
war, Overseas medical establishments 
caring for the recently wounded soon 
developed an efficient system of car- 
ing for their patients in resuscitation 
rooms, operating room, and recovery 
rooms. Larger base hospitals and 
service hospitals on this side of the 
Atlantic soon found that the recovery 
room particularly filled a definite 
need. There is no doubt but that 
the need exists in the civilian hos- 
pital as well. 


Immediate Post-Operative Care 

During the past few years, the 
nursing shortage has been a serious 
problem and it is one that will be 
with us for some time yet. In addi- 
tion, very few training schools give 
much time to the training of nurses 
in post-anesthetic care. The result is 
that many graduate nurses do not 
know how to detect or treat the 
emergency situations in the early 
stages when they can do the most 
good. In some cases, anesthetized pa- 
tients are transported in and out of 
elevators and along long corridors 
with only inexperienced ward aides 
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in attendance. If the relatives are 
waiting in the patient’s room, they 
are always a hindrance. 

Pediatric cases are much more 
easily handled when the youngsters 
do not have to watch their friends 
emerging from an anesthetic. It is 
also a harrowing experience for a 
child to be whisked unceremoniously 
from his bed, along corridors and then 
into a strange operating theater full 
of masked people, instruments, and 
strange smells and sounds. In addi- 
tion, he is forced to submit to the 
inhalation of irritating and disagree- 
able vapors. No wonder many chil- 
dren acquire a distrust. of our pro- 
fession at an early age. 

With an available, properly 
equipped room, children can be 
moved there, placed in a bed, given 
rectal pentothal or avertin 45 min- 
utes before operation and they are 
soon asleep. They do not see the 
operating theater at all. Postopera- 
tively they are returned to the re- 
covery room. 

We do not use this routine on chil- 
dren undergoing Ear, Nose, and 
Throat Surgery. Our surgeons in this 
department maintain that the pro- 
longed post-operative sleeping time 
delays and partiall¥ prevents the ex: 
pulsion of secretions and lodd by 
obtunding the cough reflex, and wé 
feel that their argument is sound: 
This hazard does not exist to thé 
same extent in pediatric cases under- 
going abdominal or orthopedic sur- 
gery, however. 

A simple arrangement has greatly 
facilitated and improved the post- 
operative care received by the sur- 
gical case in our small hospital. 


Organization 
We were fortunate in having all 
operating rooms, including those of 
the Ear, Nose, and Throat Depart- 
ment, on the same floor. Two rooms 
were made available at the end of 


44.8. Noble. U2. 








The easy adaptability of the re- 

ccvery room is depicted in these 

photos. Above picture shows post- 

tonsillectomy posture and pharyn- 
geal suction. 


the corridor. One room has four beds, 
and, the other smaller room has one 
bed. This latter room is reserved for 
the more seriously ill patient, who 
may need more prolonged oxygen or 
intravenous therapy or both. It is 
also used for the administration of 
basal anesthesia to children. The 
larger room contains a surgical cab- 
inet containing a complete stock of 
intravenous sets and vacoliters, ana- 
leptic drugs, sedative drugs, laryn- 
goscope, intratracheal tubes, airways, 
and various types of masks for oxygen 
therapy. There is a portable Gomco 
suction machine, which can be readi'y 
transported to other parts of the hos- 
pital, in case of emergency, but, we 
do not let it out very often. There 
is also a blood pressure cuff, several 
intravenous stands, and screens. 

The smaller single room conta 1s 
only essential equipment plus an o> v- 
gen tent. A signal bell is connec: °d 
to the operating rooms. 

The staff consists of a gradu: te 
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nurse who can signal for the intern 
on anesthesia, or the anesthetist, 
when she needs help. She receives 
all patients from the operating room, 
postures them, corrects any evidence 
of respiratory obstruction. She can 
start an intravenous and keep it run- 
ning. She can administer oxygen and 
do it well. If you have an efficient 
nurse in charge you hear the emer- 
gency bell very seldom. She has 
to be patient, diligent, enterprising, 
and, not afraid to take a little re- 
sponsibility. 


Procedure in Handling Cases 

All cases undergoing general anes- 
thesia are transported to the recovery 
room by stretcher and retained in 
bed there until fully conscious. The 
same routine is followed for cases 
who have had pentothal or cyclopro- 
pane to supplement spinal anesthesia 
and are unconscious when ready to 
leave the theater. Cases operated 
upon under spinal anesthesia or re- 
gional block are sent directly from 
the operating theater to the wards; 
unless following a major procedure, 
they are receiving intravenous or oxy- 
gen therapy or both. The latter group 
are placed in bed in the operating 
room and retained in the recovery 
room for several hours. 

The following figures, accumulated 
during the first four months of 1947, 
will, I think, give a fairly representa- 
tive picture of the activity of such a 
service in a 200-bed general hospital. 


Total cases requiring services of 
an anesthetist 
Ear, Nose, and Throat 


Number from Main Operating 
Rooms 407 
During this four (4) month period, 

277 cases — amounting to 60 per cent 

of all surgical cases — were handled 

in the recovery room. This percentage 
is relatively low for two reasons: 

1. Approximately 46 per cent of 
our abdominal cases are operated on 
under spinal anesthesia. Only 13 cases 
operated on under spinal anesthesia 
were supervised afterwards. In future, 
we are going to retain more of our 
spinal cases, particularly those that 
have received nupercaine anesthesia, 

ecause of the possibility of post- 
operative hypotension. 

2. Cases operated on outside regu- 
lar schedule are sent directly to the 
wards. 
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Duration of Supervision 

Of the 277 cases supervised, 254 
were in the recovery room less than 
two hours. Twenty were kept less 
than six hours and three for more 
than six hours. One patient was kept 
overnight. Despite the routine post- 
anesthetic care, which undoubtedly 
prevented considerable trouble, ap- 
proximately 8 per cent had complicat- 
ing episodes during recovery. 

Transient respiratory obstruction 
occurred seven times despite postur- 
ing and the routine use of a pharyn- 
geal suction catheter where indicated. 
These cases all became cyanosed and 
help was signalled for. Most of them 
were cases of transient spasm of the 
glottis and the episode was over and 


the patient better by the time we 
arrived. 

There were three cases of cvC lopro- 
pane shock that caused us concern 
One patient received cyclopropane 
with 120 mgm. of 
gastrectomy that required about | 
hours. Five minutes after arriving in 
developed 


intocostrin for a 


the recovery room, he 
hypotension, pallor, then jactitations, 
slight cyanosis, and emergence de- 


lirium. 


Treatment of Emergence Delirium 

There were cases of 
emergence delirium, some of which 
must have had manifestations of the 
cyclo shock. Unfortunately, I have 
not classified these cases properly as 


also eleven 


(Continued on page 289) 


Post-Operative Routine with Continuous Intra-Nasal Oxygen, Trans- 
fusion, and Clinical Supervision in the Recovery Room. 


Arrangement for the Care of the Patient following Chest Surgery. 















A SURVEY of current literature 
reveals that very little has been 
written on the subject of an annual 
report of a school of nursing. Indeed, 
the field is virgin ground, one un- 
hampered by tradition or law. It is 
ours for development, and it is rich 
in possibility. 

Let us conceive it in this light. 
An annual report is a brief, dignified 
review of pertinent facts, problems, 
and recommendations, made by the 
director of a school about the school 
to the administration of the hospital 
and the other members of the board 
of trustees. It is an exact authorita- 
tive statement of the present status 
of the school. Or, at least, it is a 
most earnest endeavor to be such. 
The usefulness of a report does not 
terminate with its presentation to 
trustees. In fact, a well prepared re- 
port has innumerable channels of 
usefulness, and we shall attempt to 
point out some of them. But first, let 
us consider possible content. 


Principal Items of Content 

Let us begin by saying that it 
would be absurd to say that the an- 
nual report of a school must conform 
to any specific form. Yet this does 
not mean that the type of content 
should not be pre-determined. Since 
we accepted as the first purpose of a 
report to present a succinct, intel- 
ligible, enlightening, and summary 
statement on the present status of 
the school, then, it would seem, that 
each report should tell: 


1. How the school is attaining its 
objectives 

2. Particular and interesting 
achievements of the year 

3. Statistics, standard and extraor- 
dinary 

4. Problems 

5. Recommendations 


Since administrators and boards of 
trustees are necessarily concerned 
with problems of finance, they should 
find in reports a summary of costs, 
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comparison — perhaps with other 
years —and maybe the budget for 
the coming year. However, for the 
Catholic school of nursing, this same 
group — the administrator and her 
board — should be kept in rapport 
with the degree to which the school 
is realizing its objectives. Although 
dependent on monies, the attainment 
of objectives far transcends financial 
matters in importance. The objec- 
tives are the only justification for 
a school’s existence. Fundamental 
needs of the school, therefore, are 
twofold — those pertaining to the 
welfare of the individual student and 
the attainment of the school’s objec- 
tives. Indeed, the first item — the 
welfare of the individual student — 
could be omitted, for always the 
school’s objectives have, or should 
have, the individual student in the 
focus of attention. We shall return 
later to this item. For the time being, 
let us leave the matter of content, 
recognizing that its details will vary 
from institution to institution and 
from year to year. Let us briefly 
enumerate some of the values that 
accompany the preparation and dis- 
semination of a well planned, well 
presented report. 


Value of the Annual Report 

The preparation of data for a re- 
port with the accompanying inter- 
pretation calls for work, and plenty 
of it, from the offices responsible for 
the needed information and from 
the officers of a school. However, 
the director and her assistants who 
participate in planning, analyzing, 
and interpreting data will get pos- 
session of a body of information, 
second in value only to that which 
can be procured during an intensive 
survey. In other words, in preparing 
its report, a school is, of necessity, 
evaluating outcomes and procedures. 
It is recognizing problems and needs. 
It is looking at expenditures in terms 
of results. The report is a device 
which, if used intelligently, can make 





an extraordinary annual contribution 
to the school’s officers, and to the 
director in particular, toward the 
fulfillment of their respective obli- 
gations. The preparation of a good 
annual report gives the school a type 
of experience that might be com- 
pared to that afforded to the indi- 
vidual religious by the examination 
of conscience at the time of her 
annual retreat. 

In addition, for the school there 
are other values that can come from 
a good annual report. In enlightening 
the administrator and trustees, it 
justifies expenditures and procures 
needed funds. It can obtain a type 
of energetic action that no oral or 
less formal communication can make. 
In other words, the report is a device 
that can enlighten, in a dignified 
manner, an administrative or advis- 
ory group upon whom certain un- 
usual expenditures, innovations, pro- 
visions, and policies are dependent. 

A good annual report, or parts from 
it, can serve as a desirable medium 
to use in attracting 2 superior type 
of professional worker. It can also 
be used, in whole or in part, in re- 
cruitment work, in procuring funds 
from outside sources, and in further- 
ing good will in the local community. 

A series of well planned annua! 
reports is a good index to the spirit 
and achievement of a school over a 
period of years. The same reports 
become historical documents, valu- 
able for immediate and later refer 
ence. There is no one associated wit! 
a school’s office who does not ap 
preciate the value of having certaii 
types of material easily available an: 
in an organized form. A good annua 
report has contributions to make t 
the school that no paper of thi 
length could attempt to present. 


How to Report Attainment of 
Objectives 
First of all, a school must have it 
objectives stated specifically. Ther 
the director of the school and _ he 
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faculty must know how curriculum, 
clinical practice, and co-curricular 
life are contributing to the realization 
of each of the objectives. If such a 
study has not been made in writing, 
at least informally, it would be most 
desirable, even important, to plan on 
including its results in the first or 
next annual report. For how can a 
school report on its attainment of 
objectives, if it cannot pose these 
objectives at a minute’s notice, if it 
does not know the specific contribu- 
tions of curriculum, clinical practice, 
and co-curricular life to the realiza- 
tion of its objectives? 

Only after a school has the infor- 
mation just indicated is it able to 
attempt to report on achievement 
and problems pertaining to it. Our 
director of nursing education and her 
assistants are at present re-evaluating 
contributions of curriculum, practice, 
and co-curricular life to the following 
objectives: 

1. To inculcate the spirit of Christ- 
like care of the sick, according to the 
spirit of St. Vincent; 

2. To give students adequate prepa- 
ration to meet the needs and oppor- 
tunities of the professional nurse in the 
fields of private practice, general staff 
nursing in hospitals, and in public health; 

3. To provide students with an en- 
riched study of those doctrines of reli- 
gion that are of greatest importance in 
an understanding and appreciation of 
the Christlike way of life; 

4. To guide students to develop 
physically, spiritually, culturally, and 
socially, and this includes as a citizen, 
at the same time as they participate in 
the professional program of study and 
practice. 

In an annual report of the school 
some of the findings would be indi- 
cated, perhaps even a brief summary 
of all of them. Then, in subsequent 
years, a report might be made on 
one objective each year, perhaps even 
only one phase of an objective. Good 
thinking would suggest that the 
school select for study the objective 
most neglected in actual practice. If, 
as will be mentioned later, annual 
reports are planned in cycles, the 
school’s program of supervision and 
growth might follow the same pat- 

mM. 

Sometimes one reads in a school’s 
ulletin or report sweeping state- 
ents describing attainment. It 
yuld be well for all of us to beware 
confusing goals or objectives with 
tual attainment. Moreover, we 

‘ed a lot of self-evaluation to be 

re that we are making adequate 
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effort to achieve the objectives we 
formulate or accept. 


“Particular and Interesting 
Achievements” 

Without doubt, if one were to sur- 
vey a list of activities that received 
particular attention during the past 
year in Catholic schools of nursing, 
the list would be most varied. So, too, 
will be that section of annual reports 
that enumerates specific achieve- 
ments. While one school may be 
directing special consideration toward 
habits of study, another toward in- 
struction on the clinical unit, others 
may be specializing on college affilia- 
tion, public health, in-service train- 
ing of staff, new equipment, experi- 
ments in procedure, time schedules, 
co-curricular life, etc. 

In a report of our school the direc- 
tor would mention these items as 
particular achievements of the year: 

1. An intensive survey of the 
school and nursing service was made 
by Eugenia K. Spalding. A number 
of the recommendations made in the 


survey have already been incorpo- 
rated into the school’s program. 
Brief mention would be made of the 
recommendations followed. 

2. A planned program was initi- 
ated to make known the spirit of St. 
Vincent to students and staff. 

3. Three separate courses in reli- 
gion were introduced into the regular 
curriculum — one for the students of 
each year, and were required of all 
students, both Catholic and non- 
Catholic. 

4. The hospital opened an out- 
patient department that will give 
students additional experiences, each 
of which would then be enumerated. 

5. The school began to use the fol- 
lowing formal statement of its philos- 
ophy of life and education, in evalu- 
ating both curriculum and practice: 

Man is a spiritual being as well as an 
animal being; he is made up of body 
and soul, substantially united; he has 
the gift of free will and is responsible 
for his acts to God, his Creator, to 
Whom he must make his final account- 
ing. 

We have a positive understanding of 





Elizabeth Brannen was ac- 
cepted for the September 
class at St. Elizabeth Hospital 
School of Nursing, Covington, 
Ky., it was announced re- 
cently by Sister M. Anthony, 
director of the school. She is 
the fifth and last of the Bran- 
nen girls. That's all of them, 
and they’re all nurses. 

Jane Frances’ Brannen, 
1946, is doing supervision at 
Hazelwood Hospital, Mays- 
ville, Ky. Mary Martha Bran- 
nen, 1946, is evening super- 





AND THAT’S ALL THE BRANNEN GIRLS! 


visor at St. Elizabeth Hospital, 


Covington. Sue  Brannen, 
1939, is currently enrolled in 
nursing education at Catholic 
University and will finish in 
1949. Ann Brannen Schuster, 
1942, is now living in Wash- 
ington, D. C., where she is 
also in attendance at Catholic 
University, while her husband 
is enrolled at the graduate 
school of Georgetown. They 
are the daughters of Mr. and 
Mrs. J. R. Brannen, of Mays- 
ville, Ky. 











the meaning of life and, therefore, of 
man’s relations with God and with 
society. 

Faith and love of God are the con- 
stituents of the spirit of St. Vincent 
and, therefore, the spirit directing our 
work. 

We respect and accept the principle 
that all education must provide for the 
religious and moral formation of man, 
and that this formation must be the in- 
tegrating factor in professional educa- 
tion as well as in liberal arts. 

6. The position of social director 
was instituted to offer guidance in 
the use of leisure time activities. 


Items for Statistical Presentation 

An annual report is to be read by 
laymen. Therefore, elaborate statis- 
tical treatments should be avoided. 
A simple presentation of figures, 
however, can be informative, chal- 
lenging, and even interesting. In ar- 
ranging numbers for a current school 
year, it is well to give figures of the 
previous year, or of several previous 
years, for comparative purposes. Titles 
used in presenting figures should be 
brief and clear. When necessary, 
there should be accompanying ex- 
planations. Much valuable informa- 
tion can be given in a small space 


when presented statistically. Topics 
that suggest numeral presentation, 
and some of them one would expect 
to find in each year’s report, are: 


1. COSTS and BUDGET 


Operating 
(Students’ fees, 
Nursing Service, 
Maintenance ) 
Non-Operating 
(Contributions, 
Donated Services) 
Expenses: Operating 
(Plant, Maintenance, 
Administration ) 
Non-Operating 
(Social Functions) 
. ADMISSIONS 
Applications sent out, applications 
returned, students not accepted, 
students admitted. 
3. ENROLLMENT 
Seniors 
Juniors 
Freshmen 
. WITHDRAWALS and CAUSES 
Seniors 
Juniors 
Freshmen 
. GRADUATES 
. PLACEMENT OF GRADUATES 
OF LAST YEAR 
. HEALTH SERVICE 
Examination, ill days 
. RELIGIOUS LIFE 
Catholics, non-Catholics, Bap- 
tisms, First Holy Communions, 


Income: 


Confirmations, Organizations, Vol- 
untary Attendance at Week Day 
Mass and Special Devotions. 
Note: Statistics can have a with- 
ering effect on the spiritual life of 
an institution; indeed they can 
offer a very unhealthy kind of 
motivation. The item is listed 
here with these recommendations: 
(1) that data procured be made 
known only to the chaplain, di- 
rector of the school, and the ad- 
ministration; (2) that students 
never know that such data are 
being assembled; (3) that when 
the number of students taking ad- 
vantage of voluntary attendance at 
religious exercises is not encour- 
aging, causes be determined, par- 
ticularly causes in the traditions 
of an institution over which the 
director’s office has no control; 
(4) that when an institution has 
a large non-Catholic student body 
and there are a few conversions, 
study be made to find out if the 
institution’s policies could be un- 
recognized barriers to grace. 

9. FACULTY 
Number and teaching load, edu- 
cation and experience, salaries, 
committees, outside professional 
activity (attendance at conven- 
tions, organization meetings, com- 
mittee meetings, advanced train- 
ing). 

10. LIBRARY 
Books purchased: 

professional, cultural 
Magazine subscriptions paid: 
professional, cultural 

11. AFFILIATIONS 
Names of each and numbers 
profiting by same. 

The items listed, like all other ma- 
terial in this paper, are given merely 
by way of suggestion. Many other 
items could be added to the list. 

The term extraordinary statistics 
is used to describe such data as 
‘“‘Number of graduates who received 
citations,” “Number of students de- 
siring college recognition for train- 
ing,” etc. 


Discussing School Problems 

Space limitations will not permit 
examples of problems. However, there 
is no school in the country without a 
full roster of problems, and many 
of them waiting for solution. Our 
director has a host of them, and I 
am inclined to think she would be 
most happy to record and turn over 
to others for consideration and as- 
sistance those that she and her office 
are unable to solve. 

In selecting problems to include in 
an annual report the director of the 
school will be discriminating. Diffi- 
culties that she and her staff can 
meet should not be mentioned, only 


those that need action from the 
administration. Choice of problems 
should be directed by their impor- 
tance in the attainment of the 
school’s fundamental objectives, and 
by the difficulty the school itself has 
in solving them, particularly when 
the administration can contribute to 
solutions by providing needed per- 
sonnel, physical facilities, appropri- 
ate funds, and needed changes in 
policy. 


Incorporating Recommendations 

This item needs hardly a comment. 
The director of a school and her 
assistants are all familiar with rec- 
ommendations that they would like 
to make to the administration. Often 
these recommendations are changes 
in policy. Sometimes they are re- 
quests for unusual equipment, for 
a physical facility. Always, however, 
they are dignified informal petitions 
supported with appropriate reasons, 
presenting, as it were, pertinent 
causes of the school that the director 
herself has not the authority or fa- 
cilities to meet. 


Form and Type of Report 

The annual report of a single in- 
stitution may vary from year to year, 
not only in type of content but even 
in physical set-up, depending on sup- 
plementary purposes and plans for 
distribution. One year the report may 
be preponderantly statistical, another 
year it may be descriptive. This year 
it may be mimeographed, next year 
printed. Sometimes it will be accom- 
panied by charts and pictures. Al- 
ways, however, the report will pri 
marily propose to make known to the 
administrator and the board of trus- 
tees the school’s success in attaining 
its objectives, and the specific prob 
lems with which it needs assistance 
from the administration. 

There is one important objectio: 
to too much leeway in the form of ; 
report. Unless an institution sets uj 
particular standards, there may b: 
uncalled-for variations from year t 
year, and many of the values tha’ 
should accompany the report will b 
lost. It would be well to determin 
in advance specific features that ar 
to appear in every report and in 
particular year’s report for, let u 
say, a five-year period. In this wa 
the school would be planning th 
cycle of reports already mentione: 
deciding on one particular topic | 


(Continued on page 291) 
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A Successful Catholic Negro Hospital: St. Elizabeth’s Hospital, Houston, Texas. 


A NEGRO HOSPITAL TAKES STOCK 


A Year Without Prejudice 


at St. Elizabeth’s, Houston, Texas 


A SIMPLE dedicatory ceremony 
in Houston, Texas, May 23, 1947, 
marked the beginning of a Catholic 
hospital service exclusively devoted 
to the welfare of Houston’s 110,000 
Negro population. 

This ceremony at St. Elizabeth’s 
Hospital represented the culmination 
of plans undertaken at the direction 
of Most Rev. Christopher E. Byrne, 
Bishop of Galveston. On the Feast 
of St. Elizabeth, 1943, permission 
was given to the writer of this article 
to erect a clinic for Negroes costing 
approximately $10,000, but an ap- 
peal to the public for funds met with 
such response that the idea of a 
clinic gave way to that of a complete 
hospital. 

Today St. Elizabeth’s Hospital, 
built at a cost of $450,000, with a 
capacity of 60 beds and facilities for 
20 infants, stands as a testimonial to 
the splendid foresight and untiring 
efforts of the Missionary Sisters of 
the Immaculate Conception who op- 
erate this hospital. 

It was the purpose of the Bishop 
‘o establish a Catholic hospital to 
are for the spiritual as well as the 
odily needs of the Negro population, 
ind te care for these needs not as 
velonging to the Negro as a Negro 
jut as a child of God. At the dedica- 
ion, Bishop Byrne pointed out that 
no matter how well a hospital may 
be equipped, unless the spirit of 
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Christ permeates its services it is 
not worthy of the name Aospital, 
much less a Catholic hospital. 

Here then was a challenge. Could 
such a hospital be maintained as 
would offer service to the Negro 
equal to that offered the white popu- 
lation in the same area? Could this 
hospital survive the rigors of race 
prejudice that have so long hampered 
well intentioned efforts to extend to 
a portion of our population the rights 
to which its members are entitled? 

That the beginning was good is 
attested by a non-Catholic editor and 
owner of the largest chain of Negro 
newspapers when he, on the occasion 
of the dedication wrote: 

To those of the Catholic Church who 
have been a part of the decision and 
execution of St. Elizabeth’s I wish to 
lift my hat respectfully. In a land 
where there is always discrimination 
and some differences made for the things 
that are designed for the use of Negroes, 
I feund no single instance where there 
is inferiority in the hospital, which will 
be devoted to Negro patients. St. Eliza- 
beth’s now stands as a mocking chal- 
lenge to those hospitals which have 
admitted Negro patients in the past, 
but continually denied Negro physicians 
the right to practice under their roofs. 

Since these words were written, 
almost a year has elapsed. It may be 
well, therefore, to look at St. Eliza- 
beth’s as it has operated from that 
day to this, to see whether the high 
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hopes of a year ago were justified 
or whether this venture, like so many 
others of a similar nature, has run 
afoul of racial prejudice and, as a 
consequence, has had to compromise 
its ideals. 


Morning Offering Over Address 
System 

In St. Elizabeth’s one is not al- 
lowed to forget God for one mo- 
ment. It is as quiet as the chapel 
which one sees first upon entering 
the building; it is restful, yet joyful. 
It is as appropriate as the special 
Morning Offering for the sick that 
is read each morning over the ad- 
dress system reaching every patient 
and which includes the lines, “I offer 
to Thee all the weakness and pain 
that I am to endure this day. I unite 
my suffering with the suffering and 
death of Jesus Christ.’’ Here is new 
medicine indeed for most of the pa- 
tients, less than 3 per cent of whom 
are Catholic. 

The building itself, of white Texas 
limestone with steel casement win- 
dows, is located on a_ beautifully 
wooded site of about two and a half 
acres in the very heart of one of the 
largest Negro districts of the city. 

From the colorful tile walls and 
gleaming stainless steel of the dietary 
department to the modernly fur- 
nished operating and delivery rooms, 
great care was taken to select the 
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very best equipment obtainable. 

In planning the hospital, the char- 
acter of the staff was of paramount 
importance, that is, whether it should 
be an all-white staff, an all-Negro 
staff, or a bi-racial staff. 

Those charged with the responsi- 
bility of deciding this matter chose 
the bi-racial staff. The hospital was 
placed under the care of the Mis- 
sionary Sisters of the Immaculate 
Conception, staffed by Sister techni- 
cians as supervisors in dietetics, 
X-ray, laboratory science and anaes- 
thesia, nursing education and hospital 
procedure; the nursing personnel was 
to be entirely Negro; and the medi- 
cal staff was to be made up of both 
Negro and white physicians. 

Administration and nursing pre- 
sented no particularly difficult prob- 
lems. However, the appointment of a 
bi-racial medical staff was a depar- 
ture from accepted practices and no 
one could foresee what friction might 
arise if this plan were undertaken. 


Negro and White Doctors Work 
Together 
Happily the Negro physicians as- 
sociated with the project requested 
the assistance of white physicians in 


order to improve the general pro- 
fessional level of medical practice 
within the hospital. On the other 
hand, the white physicians were glad 
to serve in a consultative capacity 
but doubted the wisdom of associat- 


ing themselves actively with the 
medical staff. However, through pa- 
tient efforts an organization was per- 
fected and today St. Elizabeth’s 
boasts a bi-racial staff whose mem- 
bers work together harmoniously and 
effectively to give the Negro in 
Houston a hospital service equal to 
that provided in the hospitals de- 


Exploratory Laparotomy at St. Elizabeth's. 


voted primarily to the treatment of 
white patients. 

Seventeen Negro and about 40 
white physicians are associated in 
this splendid work. The staff is or- 
ganized under a president, vice- 
president, and secretary. There is in 
addition an executive committee com- 
posed of the above three as ex-officio 
members and four additional mem- 
bers. In the choice of officers and 
members of the committees no racial 
distinction is made; the president of 
the staff is white, the vice-president 
and secretary are Negroes, and the 
four additional members are divided 
equally between white and Negro. 
As the executive board now stands, 
four Negro and three white physi- 
cians operate as a unit in providing 
medical service to the hospital. 

The challenge has been met. St. 
Elizabeth’s is demonstrating that an 
excellent medical service can be pro- 
vided for the Negro on the basis of 


Executive Committee, St. Elizabeth's Hospital Medical Staff. 


Catholic action where no professional 
distinction is made because of racial 
prejudice. In fact, the plan has 
worked better than those who origi- 
nated it dared hope. Both white 
and Negro doctors testify that there 
has been no observable evidence of 
racial distinction, that no differences 
have arisen which are traceable to 
the color line, and that the work has 
been carried on in a co-operative 
manner. Harmony and good will, in 
the spirit of Christ, appear to be 
the driving force back of this great 
undertaking. 





Cancer Grants to Catholic 

Universities 

The Federal Security Administration 
recently announced that $55,000 in 
Federal grants has been assigned to the 
medical school of Georgetown Univer- 
sity, Washington, D. C., Creighton Uni- 
versity, Omaha, Neb., and the George- 
town dental school. The money is to be 
used for courses in cancer. 


St. Vincent's Hospital, N. Y., 

Begins New Resident Program 

A plan whereby residents at the 550- 
bed St. Vincent’s Hospital, New York 
City, will have an opportunity to work 
at St. Joseph’s Hospital, Yonkers, N. Y 
was inaugurated July 1, thus broadening 
their medical experience and permitting 
the exercise of greater responsibility 
The plan, which never before has beet 
tried by a large New York teaching hos 
pital, has the added advantage of allow 
ing St. Vincent’s to train a larger num 
ber of physicians in the medical an 
surgical specialties. St. Joseph’s Hospi 
pital also benefits from the added expe 
rienced personnel. 
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The Whys and Hows of 


Hospitalization in Alberta 
Mother U. Immaculate 


THE original Catholic hospitals in 
Alberta were entirely charitable in- 
stitutions, and had it not been for 
donations from their motherhouses 
they would have been unable to sur- 
mount the financial difficulties en- 
countered after their establishment. 
These small institutions developed 
and progressed until today we have 
31 Catholic hospitals, some of them 
of the most modern type, and rang- 
ing in capacity from 20 to more than 
300 beds, and which are now serving 
large and well populated areas. 


Municipalization 

The Municipal Hospitals Act was 
passed by the Alberta Legislature in 
1917, amended in 1918, and went 
into effect in May of that year. The 
Act was further amended in 1921, 
1942, and 1944. 

The Act provides that in any 
given area with sufficient population 
to warrant a hospital, for example 
3000 to 30,000 population, the coun- 
cils of the contributing Districts, or 
25 per cent of the rate payers of the 
contributing districts, may petition 
the Honorable Minister of Health to 
establish the area into a municipal 
hospital district. When the proposed 
district has been approved by the 
Department of Health and duly 
gazetted, a Provisional Board is ap- 
pointed by the contributing Councils 
with the approval of the Department. 
This Board has the authority to pre- 
pare a scheme or plan to suit their 
particular situation, and to purchase 
a hospital already in existence or 
acquire a site, build and equip a new 
hospital, or enter into a contract 
with a hospital within the district, 
or even outside of the district to 
hospitalize its patients, the cost of 
such operation to be levied by taxa- 
tion on the assessed values of the 
properties of the said district. 

The first hospital under the plan 
was built and officially opened in 
October, 1919. In another decade, 
there were more than twenty munici- 
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pal hospitals in Alberta. In 1947 
there were 55 municipal hospital dis- 
tricts operating in the Province with 
hospitals that have a capacity of ap- 
proximately 1500 beds. The acreage 
included in municipal hospital dis- 
tricts is 19,308,000, with an assessed 
value of $208,000,000. Tax requisi- 
tions for 1947 totaled $903,000, the 
average mill rate being 4.9. Approxi- 
mately 270,000 residents in the mu- 
nicipal hospital districts, more than 
a third of our population, are entitled 
to benefits under the plan through 
receiving hospital services in their 
local hospital at rates ranging from 
$1 per day plus extras down to 
almost nothing, the balance of the 
cost of providing services being met 
from taxation. 

The Municipal Hospital Board or 
Provisional Board handles all the 
proceedings with the advice of the 
Municipal Hospital Supervisor. 

Several hospitals owned and oper- 
ated by Sisterhoods have adopted 
the municipal scheme. In so doing 
they do not become municipal hos- 
pitals as the ownership, management, 
and control of the hospital remains 
unchanged and does not pass to the 
Municipal Hospital Board. The 
Board secures funds through taxation 
in the same manner as if it ran its 
own hospital and pays for hospital 
services rendered to its rate payers 
at an agreed rate set out in a con- 
tract with the hospital which in turn 
provides such rate payers with hos- 
pital service at the $1 per day rate. 

The Municipal Hospital Plan 
could be called co-operative in a 
sense since the largest part of the 
expense is paid by taxation and the 
property owners share this expense 
in proportion to their means as rep- 
resented by the assessed valuation of 
their real property. 


The Per Diem Grant 
According to the 1946 census the 
population of Alberta was 803,000 
and at the end of the year there 


were 5,316 beds and 977 bassinets 
available in the 100 approved hos- 
pitals. 

The Medical and Hospital Services 
Division of the Department of Public 
Health undertakes the supervision of 
hospital plans and sites, gives as- 
sistance in the establishment and op- 
eration of municipal hospital districts 
and makes periodic inspections of all 
approved hospitals, as well as hospi- 
tals licensed under the Private Hos- 
pitals Act. Approved hospitals are 
those whose buildings, equipment, 
and services conform with the re- 
quirements of the Hospitals Act, The 
Municipal Act, and the Provincial 
Hospital regulations. 

Under the Hospitals Act, it is pro- 
vided that the Lieutenant Governor 
in Council may pay to any hospital 
which has filed with the Department 
of Health the returns provided for in 
the Act, a per diem allowance in 
respect of each person admitted to 
the hospital or treated therein, except 
in respect of any persons, or classes 
of persons, who may be excluded by 
the Lieutenant Governor in Council 
from the operation of this section. 
This last clause applies to patients 
who have not established residence 
in the Province or whose accounts are 
the responsibility of the Dominion 
Government such as Department of 
Veterans Affairs or Indians. The 
amount of the per diem allowance 
is fixed by the Lieutenant Governor 
in Council and on April 1, 1947, was 
increased from 45 cents to 70 cents 
per patient day. Without this grant 
some of the Sisters’ hospitals would 
not be able to operate efficiently. 


Maternity Hospitalization 

This Act provides for the free 
hospitalization of maternity patients 
when they have resided in Alberta 
for twelve consecutive months out of 
the previous two years. Provision is 
made for the Minister of Health en- 
tering into agreements with the vari- 
ous approved hospitals. This Act 
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came into force on April 1, 1944, and 
provides free ward service for a 
period of twelve days. 

The point system was used in clas- 
sifying the hospitals. The Depart- 
ment of Public Health was assisted 
by two obstetricians and two hospi- 
tals administrators, in preparing a 
schedule of marks as a means of 
assessing the maternity facilities 
available. 

The general idea of the point sys- 
tem was obtained from an article by 
Dr. Harvey Agnew, Secretary, Ca- 
nadian Hospital Council, published in 
Canadian Hospital, November, 1943. 

The amounts per day paid to hos- 
pitals on the basis of this classifica- 
tion have been adjusted from time to 
time and effective June 1, 1948, are 
as follows: 

Mater- Per Total 
Hospital nity Diem Grants per case 
Grouping Rate Mother Infant per day 
5.00 .70 .70 6.40 
4.30 .70 .70 5.70 
4.00 .70 .70 5.40 
3.70 .70 70 5.10 
3.40 .70 .70 4.80 


hw Reh -Be 


The per diem allowances of 70 cents 
per diem each for the mothers and 
newborn babies are included in the 
above rates. It is interesting to note 
that the average period of hospitali- 
zation since the Act went into effect 
is ten days. 

The Honorable Minister of Public 
Health has reminded us: “A great re- 
sponsibility rests on the hospitals to 
see that the maternity service they 
provide is maintained at the highest 
level of efficiency.” 


Hospitalization Services for 
Pensioners and Others 

Legislation in the form of amend- 
ments to the Department of Public 
Welfare Act was made effective on 
June 1, 1947, and a division of hos- 
pital and medical services was estab- 
lished in the Provincial Department 
of Public Health to administer these 
services as well as other grants and 
matters affecting hospitals. By agree- 
ment with the Hospital Association 
the rates per day paid for old age 
and blind pensioners, those receiving 
mothers’ allowances and their de- 
pendents, are as follows: 
Hospital Pension- Per Diem Total per 
Grouping ersRate Grant Patient Day 


A 5.10 70 5.80 
B 4.60 70 5.30 
Cc 4.25 .70 4.95 
D 4.00 | 4.70 
E 3.65 70 4.35 


The Minister of Public Health 
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says: “Through this legislation these 
services are provided as a right and 
not as a charity. We believe that in 
the administration of this legislation, 
much valuable experience will be 
gained which may serve as a pattern 
for the development of a complete 
health insurance program, available 
to every man, woman, and child in 
our province.” 

In March, 1946, the Alberta 
Health Insurance Act was passed. 
The benefits to be provided under 
this legislation include the prevention 
of disease and the application of all 
necessary diagnostic and curative 
procedures. 

This Act gives the Minister au- 
thority to appoint a Director and 
set up a Health Insurance Branch 
in the department. The Director 
then, in association with the munici- 
palities, is authorized to divide the 
Province into health insurance dis- 
tricts. Each district would determine 
the amount and type of service it 
wished to provide. It could vary in 
the different districts according to 
what they feel their people can afford 
to pay. 

This Act was passed with the hope 
that when the Dominion-Provincial 
tax transfer agreements had been 
signed, the health grants proposed 
would be available in the Provinces. 
These grants are not available and 
the Act is not effective. 


Treatment Services 
In addition to the hospitalization 
benefits mentioned in this article, it 
may be well to dwell briefly on care 


for tuberculous, poliomyelitis, and 
cancer cases. 

Under the provisions of the Tu- 
berculosis Act, the Minister of Health 
is authorized and empowered to 
carry on within the province, meas- 
ures for the prevention and treat- 
ment of tuberculosis. The Act 
provides free treatment for those 
suffering from tuberculosis in speci- 
fied hospitals and sanatoriums. 

Poliomyelitis cases receive free 
treatment in certain hospitals which 
have all the facilities for the treat- 
ment of these cases. 

Diagnostic and treatment services 
for cancer patients have been estab- 
lished in Calgary and Edmonton, 
with a possibility of a third clinic 
in Lethbridge. All patients visiting 
these clinics are given free treatment. 


Prepaid Insurance 

Various forms of individual in- 
surance are gaining in popularity. 
Several companies provide health in- 
surance in addition to accident insur- 
ance. 

All Hospital Service Plans are 
founded on the group system. By 
lessening the financial burden of sick- 
ness to that group upon which it is 
the greatest hardship, group hospi- 
talization plans remove, or at least 
diminish one of the major factors 
behind the demand on the part of a 
large portion of the public for the 
inauguration of “state medicine.” 
Group hospitalization or the pre- 
payment plan for hospital care, should 
be looked upon as an antidote to, 
rather than a precursor of more radi- 
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cal forms of socialized medicine. 

Realizing the need for a voluntary 
plan in Alberta, the assembled dele- 
gates at the convention of the As- 
sociated Hospitals, in October, 1947, 
requested the executive to introduce 
a province-wide Blue Cross Plan and 
passed the following resolution: 

“Whereas, successful Blue Cross 
Hospital Plans largely sponsored by 
Provincial Hospital Associations are 
in such effect in seven Canadian 
Provinces, and whereas the College 
of Physicians and Surgeons of the 
Province of Alberta is planning on 
the introduction of a group insurance 
plan for the complete payment of 
medical and surgical expenses; and 
whereas Group Hospitalization Plans 
ui uperation in the Province of Al- 
berta are local in operation, and 
would better serve their purpose if 
province-wide in scope. Therefore, be 
it resolved that the incoming execu- 
tive of the Associated Hospitals of 
Alberta be instructed to contact all 
hospital groups operating hospitaliza- 
tion plans in Alberta in an effort to 
amalgamate same in one province- 
wide Blue Cross Plan for Hospital 
Care.” 

Accordingly, the Executive pro- 
ceeded to incorporate the Associated 
Hospitals of Alberta, in order to 
sponsor a Blue Cross Plan for Hos- 
pital Care. The Constitution and By- 
Laws were altered and a Bill to in- 
corporate the Associate Hospitals of 
Alberta was prepared. During the 
last session of the Legislature Bill 
No. 59, an Act to Incorporate the 
\ssociate Hospitals of Alberta, was 
passed. The Members of the Cor- 
poration have held two meetings. At 
the last meeting the appointment of 
the Board of Trustees of the Plan 
for Hospital Care was ratified and 
they were authorized to proceed with 
the organization of a prepaid plan 
for hospital care. At present this is 
progressing rapidly and it has been 
stated that about seventy thousand 
members who are participants in 
other plans will be absorbed by the 
rew Alberta Plan. 

The Association holds an annual 
onvention combining a business and 
‘ducational program and in 1947 
sponsored an Institute for Hospital 
\dministrators and Trustees for 
Vestern Canada. 

During the year the elected direc- 
ors of the Association and represent- 
tive committees carry out the direc- 
ions of the convention delegates, 
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represent the hospitals in negotiations 
concerning rates with the Depart- 
ment of Health, Workmen’s Compen- 
sation Board, Department of Veter- 
ans’ Affairs, etc., and do considerable 
research and work, co-operating with 
officials of the Department of Health, 
on common hospital problems and 
interests such as uniform rates for 
services and standardized accounting 
records. 

An energetic and virile association 
of hospitals can render real service 
to its members regardless of the size 
or nature of the hospital, and the 
success of its activities, be they edu- 
cational, scientific, or economic, is 
determined by the degree of interest, 
enthusiasm, effort, and support which 


every individual connected with every 
hospital ‘is prepared to contribute. 
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Ten Years, Ten Billion Dollars 

According to a survey conducted by 
the Business and Industry Foundation 
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Ind., the Catholic Church will spend a 
grand total of ten billion dollars 
new buildings in the next vears 
No less than 1534 projects are pending 
for the construction, remodeling, fur- 
nishing, equipment and maintenance of 
grade and high schools, colleges, hos- 
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recreational centers. The survey 
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State or Individual? 


The Responsibility for Medical Care 


Pad mR ° Aauley, U2. 


THERE is a wide divergence of 
opinion as to where the limits of so- 
cial responsibility for any and all 
welfare should be fixed in a democ- 
racy. Nor has opinion upon this ques- 
tion remained constant for many 
years at a time. So far as the cave 
men were concerned, perhaps both 
the limits and the mean of their 
thinking upon social responsibility 
were at zero. From this simple begin- 
ning, social conscience has developed 
to widely varying degrees. There are 
those among our people today whose 
concept of social responsibility is 
scarcely more developed than that 
of the cave man; and, at the oppo- 
site extreme, we have citizens who 
will compromise for nothing less than 
Utopia. 

It is rather difficult to determine 
where the mean of the thinking of 
Americans is today. There is that 
constant element in Gallup polls who 
have no opinion — and I suspect that 
too frequently this percentage repre- 
sents only those who are honest 
enough to admit that their opinion 
is not worth recording. 

Then there are the crusaders who 
raise a hue and cry out of all pro- 
portion to their numbers. We have 
all seen them in the political hustings, 
in public forums and in organiza- 
tional conventions — where a deter- 
mined few dominate the scene until 
the vote is taken; and often we are 
surprised to find that this highly 
vocal element has convinced none 
but themselves. 

The concept of social responsibility 
for medical care was born in the 
Church; and for more than one thou- 
sand years it was confined to the 
Church. The only facilities for the 
care of all but the rich were those 
supplied by the Church. But the per- 
sistency of the Church in its devo- 
tion to this ideal has at last been 
rewarded by the diffusion of this 
concept throughout our people. 


282 


Quantity of Medical Care 
Insufficient 

Insofar as the limit of social re- 
sponsibility for medical care is con- 
cerned, there are those among our 
people who believe that we have al- 
ready gone too far in the field of 
public health. And then there are 
those who regard our present system 
of medical care as primitive and 
wholly ineffective. My own experi- 
ence — which is certainly more lim- 
ited than that of many social work- 
ers, but certainly broader than that 
of the majority of physicians — leads 
me to believe that the mean of 
American thought upon this question 
at this time is something like this: 
The quality of medical care now 
being furnished in the United States 
is highly satisfactory. The quantity 
of medical care available leaves 
something to be desiréd — especially 
in the matter of more hospital beds 
and more nurses in every community, 
and more physicians in many rural 
areas. The cost of good medical care 
is a matter of concern to many 
people. 

Let us now examine briefly each 
of these aspects of medical care as 
it relates to our social responsibility 
for the welfare of our fellow men. 
As regards the quality of medical 
care, certainly few of us would ap- 
prove of its reduction. I was sur- 
prised recently to learn from an 
experienced newspaper publisher that 
the most widely read columns in our 
daily newspapers are the medical col- 
umns. Millions more people in this 
country are more interested in what 
Doctor Brady has to tell them about 
their ulcers or their constipation than 
in learning what Walter Lippmann 
thinks about the state of the world. 
This devotion to medical columns 
certainly indicates the concern of the 
average American over the state of 
his individual health. I realize that 
this is no index of his feeling of 


Paul R. Hawley, M.D., Chief Execu- 
tive Officer, Blue Cross — Blue Shield 
Commissions. 


social responsibility for the health of 
his fellows; but, after all, the health 
of the nation is but the aggregate of 
the health of its individual citizens, 
and factors that affect the one must 
also affect the other. 

I have stated that I believe the 
average American is content with the 
quality of medical care he is receiv- 
ing. Being an American, he instinc- 
tively believes that anything Ameri- 
can is the best of its kind in the 
world. As regards the quality oi 
American medicine, he is right. I! 
has been my privilege — or, should 
I say, misfortune—to have seen 
American medicine side by side with 
European medicine in two grea! 
wars. In World War I we may hav: 
had little to be ashamed of, but als 
little of which to boast. But, in Worl 
War II, American medicine stood ou 
from all its competitors. During th 
past 25 years, the world capital « 
medicine has moved westward acro: 
the Atlantic; and, whatever directio 
our social experimentation in the di: 
tribution of medical care may tak 
it would be the greatest of tragedi: ; 
if this pre-eminent quality of Ame! 
can medicine were not jealously pr 
served. 
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Medical Care Poorly Distributed 

Your average American also is 
right in his belief that there are defi- 
ciencies in the distribution of medi- 
cal care. The distribution of physi- 
cians among our population varies 
from one physician to about 400 
population, in certain urban areas, 
to one physician to more than 10,000 
population in certain rural areas. 
Without in any way attempting to 
minimize this defect, I must point 
ut that the situation is not quite 
0 serious as this apparent difference 
would indicate. In the first place, in 
irban areas only are to be found 
nany physicians not actually in the 
practice of medicine — such as teach- 
ers in medical schools, those in the 
public health services, and others in 
medical administrative work such as 
in insurance companies — and these 
must be subtracted from the number 
of physicians available for the medi- 
cal care of the public. 

In the second place, it is almost 
mandatory that the specialist settle 
in an urban area. Here only are to 
be found the hospital facilities neces- 
sary to his specialized practice; and 
he, because of his restricted field of 
medical practice, must have a much 
greater potential clientele. 

In the third place, the great ad- 
vances in all means of transporta- 
tion — from air lines to good roads — 
have greatly reduced the time re- 
quired for the physician to reach his 
patient, and for the patient to reach 
a hospital. In the days of the horse 
and buggy doctor, in rural areas a 
physician could give adequate care 
to few more than 1000 population: 
but the automobile has greatly en- 
larged the radius of his activities. 


Reasons for Lack of Physicians in 
Rural Areas 

There are three reasons for the 
scarcity of physicians in rural areas. 
One is the general drift of popula- 
tion away from the farm to the city. 
Your doctor of today is a very well 
educated man; and most rural com- 
munities have less to offer him in 
cultural advantages than he has ac- 
customed himself to enjoy during his 
university years. Furthermore, in 
general the amenities of living are 
less developed in rural areas, and 
the physical comforts are usually 
greater in the city. 

second, the great increase in spe- 
ci:lization in medicine has drawn 
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physicians to urban areas. Overspe- 
cialization in medicine is deplored 
alike by laymen and by the medical 
profession. But no one has yet ad- 
vanced a practicable cure for this 
situation. It is often alleged that 
higher fees and more regular hours 
are the chief attractions that draw 
the physician away from general 
practice to a_ specialty. Doctors 
would be more than human if these 
advantages did not tempt them. But 
I am sure that these are not the 
major attractions that influence the 
majority of young doctors entering 
the specialties. Medicine has devel- 
oped so rapidly in the past 25 years 
that it is now impossible for one man 
to be thoroughly grounded in all of 
its aspects; and many young physi- 
cians had rather be expert in a lim- 
ited field than mediocre in an un- 
limited field. Who can criticize such 
ambition? 

The third reason for the scarcity 
of physicians in rural areas — and, 
together with many others, I believe 
this to be the most important rea- 
son—is that the special facilities, 
such as laboratories and hospitals, 
the special facilities for practicing 
the kind of medicine that is taught 
today, do not exist in most rural 
areas. Today the young student is 
taught only the most modern in 
medicine; he gets his practical work 
in well equipped hospitals and labora- 
tories; and the only medicine he 
knows, or wants to practice, requires 
those special facilities. He learns the 
medicine of 1948-—and he cannot 
bring himself to practice the medi- 
cine of 1880. 


Cost of Medical Care too High? 

The third opinion held by most 
people is that the cost of medical 
care is too high. That it is high, I 
certainly agree; but that it is too 
high requires definition. It is certainly 
too high for many of our people to 
afford unless they budget for it in 
advance. But I doubt that it can 
be shown that the costs are exorbi- 
tant. In the field of hospital opera- 
tion, costs have skyrocketed in the 
past few years. The increase has 
been largely in the field of labor. 
But, at that, labor costs in hospitals 
are not the charge upon the public 
that labor costs elsewhere have be- 
come. At least, hospital labor ap- 
proaches 100 per cent efficiency, 
which is about 40 per cent above the 
efficiency of labor in general today. 


Furthermore, only a few years ago, 
most hospitals received up to 40 per 
cent of their operating expenses from 
gifts and from endowments. Today, 
there are few who have anything left 
from taxes to donate to a hospital, 
and the return on endowments is at 
an all-time low. So, hospitals now 
must pay their way — and they have 
only the patients from which to 
collect. 

Today we are considering ‘the ques- 
tion of the social responsibility for 
medical care in a Christian democ- 
racy. I do not think we need waste 
time proving the general case for 
such a social responsibility — I think 
that we can accept the necessity for 
this aspect of social responsibility 

I do feel, however, that the direc- 
tion it takes, and the limit to which 
it is to be carried, are matters of the 
greatest concern to our people. While 
I suppose it is impossible for most 
mortals to have a completely un- 
prejudiced mind, I shall try very hard 
to discuss these matters objectively 
As evidence of some objectivity on 
my part, I might offer that, in cer- 
tain circles of medical thought in this 
country, I am considered to be a 
dangerous radical: and that. among 
the “do-gooder”™ element of dilettante 
regarded as a 
perhaps my 
near the 


sociologists, I am 
confirmed Tory. So, 
thinking is somewhere 
center. 


The Government and Social 
Welfare 

The first theorem that I would set 
before you is that there is a definite 
limit beyond which Government can- 
not step in social welfare without be- 
coming paternalistic if not actually 
dictatorial. I hope you will agree 
with me that paternalism is un- 
healthy in a democracy, and I am 
sure you will agree that any form of 
dictatorship, no matter how benefi- 
cent, is wholly incompatible both 
with Christianity and with democ- 
racy. So, our first task is to define 
this limit—-and I admit that this 
is not an easy task. 

The second theorem I would offer 
you is that there is already ample 
experience to prove that Government 
is a less efficient servant of the people 
than private enterprise less effi- 
cient, I stress, regardless of 
other traits as honesty. 

The third theorem that I would 
offer is that, apart from all other 
considerations apart from the 


such 
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questions of compatibility with 
democracy, and efficiency of manage- 
ment — certain essential spiritual 
values are lost when social responsi- 
bilities are shifted from the people, 
as individuals and as voluntary or- 
ganizations, to that soulless agency 
that we know as Government. 

Let us now set about to prove or 
to disprove these theorems. First, that 
there are definite limits to which a 
democratic government can go in the 
field of social welfare and remain a 
democratic government. I would 
make no invidious comparison — and 
I am certainly no Anglophile — but 
my few years of rather close associ- 
ation with the British Government, 
and these under the austere circum- 
stances of war, lead me to believe 
that the British have, in many re- 
spects, a more democratic Govern- 
ment than we. I am fully aware of 
the present socialistic experiments in 
Britain, but my contacts there make 
me certain that the present situation 
is a transient affair, and that the 
great majority of Britons are eager 
to have done with it. 

The one aspect of British political 
thought which impressed me most 
was the relative inviolability of the 
rights of the individual as distin- 
guished from the rights of the group. 
I would not quarrel with those who 
believe that the British carry this 
principle to the point of detriment to 
social progress. I can cite several 
examples of this. But we cannot have 
something for nothing, and these 
small restrictions upon social prog- 
ress are the price the Briton pays for 
his individual liberty. 


Possible Government Services — 
Pro and Con 

To address ourselves to a specific 
example, what could the Government 
accomplish in the field of the na- 
tion’s health that is not now being 
accomplished through unco-ordinated 
private enterprise, or that could not 
be accomplished through voluntary 
organizations? 

First, there is the matter of poor 
distribution of medical facilities. By 
imposing terrific taxes the Govern- 
ment could build hospitals and clinics 
in every village and hamlet in the 
country. This would be a frightfully 
expensive program, but not an im- 
possible one. And, after these were 
completed, what then? 

Too many of our amateur social 
thinkers regard hospital and clinic 
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buildings as the definite agencies in 
medical care. Bricks and mortar 
never cured anyone; and a building 
is not a hospital. The hospital is the 
doctors and nurses and attendants; 
and some of the best hospitals in the 
history of the world — proved best by 
the incomparable record they set — 
were housed in flimsy tents, pitched 
in the mud of France and Belgium 
during the late war. These were great 
hospitals because they had great 
staffs, and the caliber of any hospital 
is that of its staff. The building is the 
least important asset of a hospital. 

So, the Government can build hos- 
pitals. Can it build staffs? Can it 
order doctors and nurses into rural 
areas? Certainly it can — but, when 
it does, it ceases to be a democratic 
government. 

Hospitals are now being built un- 
der the Hill-Burton Act. These are 
locally conceived, and locally planned. 
Much of the money going into them 
is contributed voluntarily by public- 
spirited citizens. It carries.with it 
the goodwill not to be found in tax 
money. Staffs will be attracted to 
these hospitals — but not sentenced 
to serve them. So, insofar as _hos- 
pital facilities are concerned, as 
much can be accomplished under the 
Hill-Burton Act as by the nationali- 
zation of medicine — that is, unless 
the Government exceeds the limits of 
democracy in enforcing professional 
labor —and what kind of service 
would such enforced labor render? 

As regards the second theorem that 
the Government is an extravagant 
operator, this is so well recognized 
that I need spend no time in defend- 
ing it. On the other hand, I could, 
out of my own experience, spend two 
or three hours in illustrating how, in 
the present state of operation of the 
Civil Service, we have imposed upon 
ourselves the most inefficient and 
most expensive system of manage- 
ment that man can devise. 


Spiritual Values of Voluntary 
System 

But the third theorem expresses 
one of my deepest convictions — 
that, in relegating the responsibility 
for social welfare to the Government, 
we are destroying essential spiritual 
values without which we cannot long 
exist as a free and democratic people. 

There is not one taxpayer in ten 
thousand who has the slightest inter- 
est in his tax money once it has been 
taken from him by the Government. 


The average man resents taxation, 
and regards it as a faintly disguised 
form of burglary. He feels no per- 
sonal interest in the projects into 
which his tax money goes — these 
are Government projects, and, to 
him, Government is a distant, cold, 
and inhuman tyrant whom he is 
compelled to support. 

On the other hand, let the citizen 
contribute voluntarily to some proj- 
ect. First, he feels good because he 
has done an unselfish act — one in 
the interest of his fellow men. Then, 
too, he has a personal and continu- 
ing interest in that project because 
it is partly his own project, one for 
which he feels a responsibility. This 
is good for him. This is of real spirit- 
ual value to him; and, when we de- 
prive our people of the opportunity 
to support social welfare voluntarily, 
we take away from them all feeling 
of social responsibility. We are rob- 
bing them of real spiritual values. 

I think this is a very important 
principle, and one which we should 
ponder carefully. In the early pio- 
neering days in this country, every 
man felt a great responsibility for 
the welfare of his neighbor. There 
was no Government to which to turn 
for assistance. Even the wayfarer, a 
total stranger, was taken in and cared 
for when he was ill. Slowly and stead- 
ily we have shifted this responsibility 
from our own individual shoulders to 
the Government; and, in so doing, 
we are encouraging selfishness and 
inhumanity. 

When the Government performs an 
act of benevolence, only the recipient 
benefits. But, when an individual or 
a voluntary association of individuals 
indulges in an act of kindness, both 
the recipient and the benefactor 
profit. We must not lose sight oi 
the great spiritual value in active. 
personal participation of our people 
in social welfare. 


“Charity” Does Not Mean 
Degradation 

One hears so often of the abho:- 
rence of charity felt by our people 
that we must remove the stigma «{ 
charity from all social welfare. The 
stigma of charity! The stigma :{ 
charity!! Do we no longer know the 
meaning of charity? Have we 
debased its definition that chari 
now implies degradation? 

Webster’s first definition of “ch: 
ity” is “Christian love — the act 


(Continued on page 291) 
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Setting up an 


ANESTHESIOLOGY 
DEPARTMENT 


Edward ©. Tuohy. U.0...S. 


EDITOR’S NOTE:  Hospirar 
ProcREss does not necessarily 
subscribe to all of the views ex- 
pressed in Dr. Tuohy’s article. 
Some of the issues are contro- 
versial, and the Editors invite 
comments from the readers, 
either pro or con. 


HOW an anesthesia department 
should be set up becomes an indi- 
vidual problem in most instances. 
There are several methods, and each 
situation is quite naturally at some 
variance with the next. The econo- 
mics of anesthesia, as well as hos- 
pital economics in general, cannot 
be discussed intelligently today, or 
handled with any realism, unless we 
first appreciate the fact that there 
are two sides to the problem and 
that each component deserves con- 
sideration. 

The modern hospital is the pedi- 
ment on which the whole structure 
of today’s remedial medicine rests. 
The private practitioner, full or part- 
time practitioner, can hope to survive 
the increasing complexities of today’s 
medicine and today’s social trends 
only if he and the hospital realize 
their interdependence. This condition 
of interdependence imposes on the 
ho-government voluntary hospital 
three functions, the three actually 
forming an indivisible unit. These 
fui ctions are as follows: 

To provide the clinical and 
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allied facilities which, in the light 
of the most advanced medical thought 
and practice, the physician and sur- 
geon must have to give the patient 
the best possible medical care. 

2. To provide the laboratory, re- 
search, consultative, and special tech- 
nical facilities necessary to evaluate 
and improve the work being done in 
the hospital, so that the physician 
and surgeon can profit from their 
own experience as well as systemati- 
cally add the increment of their in- 
creased and evaluated knowledge to 
the sum total of medical knowledge. 

3. To provide facilities and op- 
portunities for continuation courses 
in medicine. 

Whether a hospital is affiliated with 
a medical school or not —and it is 
my opinion that the trend is toward 
all hospitals establishing working re- 
lationships with medical schools — it 
should maintain a delicate balance 
between three imperative functions, 
otherwise it falls short of its obliga- 
tions both to medicine and its com- 
munity. 

These three functions of the mod- 
ern hospital predetermine the quali- 
fications of the anesthesiologist who 
is to become chief of the anesthesia 
department. 


Qualifications of Anesthesiologist 
He should take charge of all forms 
of analgesia and anesthesia. He 


should be responsible for the ad- 
ministration of intravenous fluids, 
including blood transfusions in the 
operating room. In certain situations 
he may organize and operate a “blood 
bank” for the hospital. Oxygen 
therapy should be under the super- 
vision and direction of the anes- 
thesiologist. He should possess the 
knowledge and experience necessary 
to evaluate the seriousness or degree 
of operative risk, and share the dual 
responsibility of the patient with the 
surgeon. He must be prepared to 
provide various methods and agents 
of anesthesia to meet the special in- 
dividual surgical problems. Various 
types of supportive therapy and resus- 
citation must likewise be thoroughly 
familiar to the anesthesiologist. 
Secondly, he must have the broad 
medical background necessary to 
enable him to establish routines of 
close co-operation, in research and 
in experimental clinical functions as 
well, with the other departments in 
the hospital. In general medicine he 
must handle difficult intravenous 
therapy, therapeutic nerve blocks, 
and special sedative administration. 
He must be able to assume respon- 
sibility for the analgesia and special 
sedative administration in bronchos- 
copy, as well as provide for all 
emergency resuscitation. He must 
work with the pathologist in main- 
taining a systematic check on the 
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role of anesthesia in all operating 
room deaths. If the hospital is af- 
filiated with a medical school, he 
should lecture on anesthetic agents 
and methods in the course on pharm- 
acology, and otherwise work in close 
co-operation with the physiology and 
pharmacology departments, to pro- 
vide the clinical evaluations of many 
drugs used. 

Thirdly, he must have the neces- 
sary qualifications for teaching and 
training of residents. 

Finally, all the services he is to 
provide must be maintained on a 
twenty-four hour emergency basis. 


First Organizational Steps 

These qualifications, and the du- 
ties they involve, determine some of 
the first steps in the organization of 
the anesthesia department. If he is 
to function with maximum advantage 
to the hospital, the chief of the 
anesthesia department must have an 
associate in anesthesia who can re- 
lieve him of most of the administra- 
tive chores and divide with him the 
round-the-clock emergency responsi- 
bility. Depending on the size of the 
hospital, and also on the number of 
residencies in anesthesia to be cre- 
ated, the chief anesthesiologist may 
require one or several associates, pos- 
sessing the training and other quali- 
fications to permit their assuming 
fuller responsibilities under his super- 
vision. 

I have projected the problem of 
setting up an anesthesia department 
against the general background of the 
modern hospital’s role in medicine 
so that this one vital fact will stand 
out the more clearly — setting up a 
professional anesthesia department 
does not involve a mere marginal 
improvement. To the contrary, it 
involves bringing one of the hos- 
pital’s most fundamental and most 
important services in line with the 
best medical practice, and moreover, 
bringing anesthesiology in line with 
the minimum standards of practice 
that the medical profession and the 
community must demand of the mod- 
ern hospital. An anesthesia depart- 
ment such as I have outlined goes 
far, very far, in raising the standing 
of any hospital. 

From the viewpoint of the resi- 
dencies to’ be set up, there are 
minimum standards to be considered. 
The American Society of Anesthesi- 
ologists has approved the following 
standards: 
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A.S.A. Standards for Residencies 

The head of an anesthesia depart- 
ment which is certified for residency 
training must be a physician who has 
specialized in anesthesiology for a 
minimum period of at least four to 
five calendar years, who is familiar 
with all the current methods and 
practices of anesthesiology, who is a 
Diplomate of the American Board of 
Anesthesiology, Inc., or whose ex- 
perience and training are comparable 
to those certified by the Board. 

The residents must be graduates 
of approved medical schools with at 
least one year’s internship in an 
approved hospital. The residencies 
should be for two years, with three- 
year residencies recommended in 
hospitals where laboratory facilities 
are available. 

The residents must spend at least 
six months of their service under 
close supervision of an anesthetist 
with at least three years’ experience. 
The number of residencies should be 
so determined that it will allow each 
resident at least 75 administrations 
of anesthetics per month, at least 10 
per cent of which number must be 
other than inhalation anesthesia. The 
hospital service should be general and 
provide opportunity for experience in 
all types of surgery. Special hospital 
services (tuberculosis) are very im- 
portant also. The residents must be 
taught all important diagnostic and 
therapeutic procedures in anesthesi- 
ology, including resuscitation and all 
the elements of post-operative care. 

Physiology and pharmacology as 
well as pathology, as related to an- 
esthesia, should be taught by super- 
vised reading or lectures, preferably 
by competent physiologists, pharma- 
cologists, and pathologists, co-operat- 
ing with the anesthesia department. 

The anesthesia department I have 
described does not rule out either the 
employment of nurse anesthetists, or 
their training for employment in that 
department, except when practices in 
either case violate professional ethics. 

To take up the question of em- 
ploying nurse anesthetists first, the 
American Medical Society as well as 
the American Society of Anesthesi- 
ologists have taken the inescapable 
stand that the administration of an- 
esthesia is the practice of medicine. 
That stand has been made inescap- 
able by the accumulated evidence of 
a century of anesthesia and the over- 
whelming evidence being produced 








daily by the Anesthesia Study Com- 
missions on the role of anesthesia in 
operative and post-operative fatali- 
ties, as well as operative morbidity. 
This point is no longer debatable. It 
is a curious fact that those who per- 
sist in challenging the case for pro- 
fessional anesthesia, never challenge 
the facts, never offer facts of their 
own, but only sneer at the conclusion. 


Nurses to Keep Their Jobs 

This stand that the administration 
of anesthesia is the practice of medi- 
cine does not mean that the profes- 
sional anesthesiologists are out to 
deprive the nurses of their jobs. This 
view is silly. All that follows is this: 
The nurse anesthetist should not be 
permitted to administer anesthesia 
except under the supervision of a 
professional anesthesiologist, or un- 
der the supervision of a surgeon or 
obstetrician, if the latter are compe- 
tent to assume professional respon- 
sibility and are prepared to assume 
legal responsibility for her perform- 
ance. Where nurse anesthetists are 
permitted to administer anesthesia on 
their own, and then go so far in some 
cases as to bill the patient directly 
for the anesthesia, they are clearly 
violating professional ethics by en- 
gaging in the practice of medicine 
No hospital, no physician, no sur- 
geon should condone that. 

That’s all there is to that issue. 
Many anesthesia departments are 
using nurses. They are using them 
either to assist the anesthesiologists 
or to administer anesthetic agents 
that have a demonstrated factor of 
safety. They are not allowed, and 
they should not be allowed to ad- 
minister anesthetic agents without 
such a demonstrated factor of safety, 
which can and often do create situ- 
ations requiring split-second judg- 
ment and long-tried medical skills. 

Now let us look at the question of 
training nurses. It would obviously 
be short-sighted of a hospital to pro- 
cure the services of a highly qualified 
anesthesiologist, set up a sound an- 
esthesia department, get the physi- 
cians and surgeons into the habit of 
depending on good anesthesia, thera- 
peutic and diagnostic blocks, a ra li- 
cal reduction of the operative fat :I- 
ity and morbidity rate, and at «he 
same time to force the anesthesic 0- 
gist to spend his time training nurs +: 

The logic and the economics of he 
situation jointly demand that he 
head of the anesthesia departm nt 
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spend his time teaching and training 
residents. A professional anesthesi- 
ologist, once he has completed his 
training, is there to serve his whole 
life, not until he gets married or 
something more interesting arrives. 

Again, it does not follow, in the 
event that the hospital is short of 
professional personnel, that the an- 
esthesia department cannot train 
nurses for limited duties under proper 
supervision. But the basis of that 
training must be made clear, only for 
employment in that hospital and un- 
der the supervision of that depart- 
ment. Since most of the anesthesia 
nurses get their training in this 
manner, nothing really is changed. 

Thus the setting up of a profes- 
sional anesthesia department does not 
mean that nurses are barred either 
from service or training. The change 
it does promise is this: just as sur- 
gical nurses do not perform surgery, 
ind ward nurses do not prescribe for 
the ailments of their charges, so 
anesthesia nurses do not administer 
anesthesia on their own without 
higher responsibility. 


Department to Be Self-Supporting 

As for the dollar and cent side of 
anesthesia, the anesthesia department 
should be and can very easily be 
made entirely self-supporting. No 
professional anesthesiologist wants 
his department to be supported by 
income from other departments. On 
the other hand, the earnings of the 
anesthesia department should not be 
used to make up hospital deficits, re- 
sulting from inefficient handling of 
other departments. The hospital has 
a clear right, of course, to a percent- 
age of the income of the anesthesia 
department in payment for equip- 
ment, overhead, deterioration, etc. 

In hospitals affiliated with medical 
schools, a portion of the salary of the 
profession of anesthesiology may 
come directly from the medical 
school. This should be supplemented 
with income, computed on a percent- 
age basis, from the anesthesia de- 
partment. Charges to patients will 
vary, of course. Charges to ward pa- 
tients, in a great many hospitals with 
anesthesia departments, are fixed at 
about ten dollars for the first hour, 
seven and a half dollars for the next 
hour, and proportionally for proce- 
dures of more than three hours. 
Charges to private patients, however, 
run from 10 per cent to 20 per cent 
of the surgical fees. 
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Clinical Center, National Institute of Health. 


National Institutes of Health to 

Have New Clinical Center 

Plans for a new, 13-story, 500-bed 
clinical research institute were an- 
nounced recently by Oscar R. Ewing, 
Federal Security Administrator. The 
center, which is to be built in Bethesda, 
Md., close to Washington, D. C., will 
house the National Institute of Mental 
Health and hospital facilities of the 
National Cancer Institute, the National 
Heart Institute, and the National Insti- 
tute of Dental Research, as well as 
services for studying patients with in- 
fectious and tropical diseases. 

A unique feature of the proposed cen- 
ter is the combination of hospital and 
laboratory facilities, which will make 
possible a unified attack by doctors and 
scientists upon some of the medical 
enigmas which are major causes of 
death today. The institution will care 
for patients referred from all over the 
country. 

Special attention has been paid to the 
physical and spiritual well-being of the 
patients, who, because of the nature of 


their diseases, will in many cases remain 
in the hospital for long periods. The 
chapel will contain a three-sided revolv- 
ing altar to make it suitable for Catho- 
lic, Protestant, and Jewish services 
Medical and psychiatric special services 
and physical, occupational, and recrea- 
tional thérapy will be provided, and the 
institution will contain solaria, com- 
munal dining rooms, barber shop 
beauty shop, hospitality shop, post of- 
fice, and a large auditorium with a 
seating capacity of 500 

Less than a third of the clinic’s space 
will be occupied by patients’ rooms and 
service areas. The remaining part of 
the buildings will be devoted to research 
laboratories, in which, among others, 
radioactive isotopes will be used in the 
treatment of certain tumors and also 
in the study of body functions in health 
and disease. 

The entire building, the design of 
which is being carried out by the Public 
Buildings Administration, Federal Works 
Agency, will be air-conditioned, and 
acoustically treated in areas where ab- 
sence of noise is desirable 





Patients should be charged for an- 
esthesia, and it should be indicated 
that it is a medical fee they are pay- 
ing and not a fee for a technical 
hospital service. Experience has al- 
ready shown beyond all doubt that 
patients are willing to be charged 
for anesthesia once it is explained to 
them that the anesthesia is adminis- 
tered by a professional anesthesiolo- 
gist. 

While over-all cost of medical care 
is giving the lay public concern, it 
would be a serious mistake to con- 


strue this concern as indicating a 
desire for bargain basement medicine. 
And no hospital can afford to run a 
bargain basement in any of its medi- 
cal departments. 


> 


Loyola School of Medicine Changed 
to Stritch School of Medicine 
It was announced recently that Loy- 
ola University School of Medicine, Chi- 
cago, Ill.. will henceforth be known as 
Stritch School of Medicine, after His 
Eminence, Cardinal Stritch. 
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WHY NOT 
TWO-WAY DISCIPLINE? 
Clarice Dobbins, RN 


THE nursing profession, along 
with the rest of the world, has de- 
veloped a very bad case of ragged 
nerves; and at the present time there 
is much concern and discussion over 
the problem of putting nursing “back 
on its pedestal.” 

During the war the nursing profes- 
sion underwent quite a few changes 
which imparted to the profession the 
idea that nursing is not quite as 
worthwhile as it formerly was. This 
truth is evidenced by the fact that 
many nurses have turned to other 
professions, and enrollment in nurs- 
ing schools during the past three 
years has hit an all-time low. It is 
more than apparent that members of 
the nursing profession, as well as 
prospective nurses and the general 
public, have been disillusioned. The 
profession has lost much of its 
glamour, glory, and appeal. 

If all is taken into consideration, 
nursing has received a few unneces- 
sary slaps in the face from its mem- 
bers and from the public. Both have 
given some unjust criticism: for edu- 
cating nurses is no small affair, but 
an undertaking which requires much 
foresight and intelligent planning. 


Nursing Discipline and the Public 

Somewhere on its journey of prog- 
ress nursing adopted a necessary sys- 
tem of iron discipline. In association 
with this system, nurses gained the 
respect they wanted; but they also 
became generally known as _ hard- 
ened and calloused individuals who 
thought they could take anything. 
This is far from the truth, because 
nurses are human beings, the same 
as anyone else. However, the nursing 
profession occasionally tells the pub- 
lic whom it nurses to mind its own 
business, and is very reluctant about 
giving explanations of its intentions. 
Perhaps this refers to small personal 
incidents which are rather minor in 
comparison to the work of the pro- 
fession as a whole. But, nevertheless, 
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it still gives the laity the wrong im- 
pression and instigates a feeling of 
mutual distrust. 

Within the nursing profession it- 
self, the militaristic discipline did 
well up to a point. But when the 
leaders of any organization consider 
the use of temper tantrums and con- 
ceit as part of their own discipline, 
it is time to alter the system or dis- 
card it entirely! There is little that 
is more degrading to the profession 
of nursing! 


Discipline With Reason 

To teach an art such as nursing 
requires much patience and care. To 
learn the art requires a great deal 
of effort and desire to understand. 
Both teacher and student must disci- 
pline themselves. Real discipline 
comes to the student through the 
teacher. Since this is true, many of 
the disciplinary problems found in 
nursing schools are not in its younger 
members, but in the ones who have 
become so sure of themselves as to 
deliberately use uncivil manners to 
obtain their wishes—a typical ex- 
ample of militarism at its worst! 
Teaching and supervising in nursing 
is no easy matter; but aren’t the 
problems that commonly arise in the 
nursing profession, and _ especially 
those of student nurses, worth rea- 
soning out with the individuals con- 
cerned? What sort of system is it 
that can ignore the reasoning of any 
girl who is old enough to enter a 
nursing school? Although experience 
in nursing counts heavily, the atti- 
tude of nursing instructors reaches 
the patients through the nurses who 
are being taught. If this attitude in 
general is anything other than that 
of gentleness, the purpose of becom- 
ing a nurse is defeated at its begin- 
ning. 

The best institutions of nursing 
are found among the ones that spon- 
sor a student program, which may be 
any one of the various types. The 
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program of teaching and supervising 
is carried out by an organized staff 
of registered nurses, and bedside care, 
the finer part of nursing, is given by 
the student body of the nursing 
school. The work of each group has 
been very commendable through the 
past. However, in dealing with prob- 
lems of hospital organization, it is 
too often found that administrator 
and worker are sadly lacking in loy- 
alty to each other, and each takes 
the upper hand as the chance pre- 
sents itself. All departments of nurs- 
ing have a hand in this fine psy- 
chological hair-pulling, although the 
contention caused by this sort of 
thing is enough to disrupt any organ- 
ization’s efficiency. Again, the vital 
growing part of the nursing profes- 
sion needs consideration. The stu- 
dents who are graduated from an in- 
stitution reflect the type of training 
they have received. 


Treat Student With Respect 
Any student who enters training 
needs a reasonable amount of time to 
adjust herself to the new environ- 
ment and new situation. Contrary 
popular opinion, the method of a'- 
lowing a student to make the great 
part of her own adjustments cou 
not spoil the prospective nurse or te 
nursing profession. It would devel 
self-confidence, better efficiency 
work, and more willingness to st 
within the bounds uf good condu '! 
If outside discipline proved to 
necessary, the nurse who is treat 
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with respect would accept this type 
of character building aid more read- 
ily than a nurse who is treated other- 
wise. Building character does not 
consist of making or breaking stub- 
born wills inside a person; neither 
does it consist of teaching a person 
to accept authoritative beings without 
an occasional question. It is desirable 
that a nurse should learn to use her 
will power with discretion, and to 
question that which she does not 
understand. 

A very particular problem of the 
average student nurse is that of keep- 
ing up normal social contacts outside 
her profession and studies. This one 
thing is of great importance to the 
profession of nursing as a whole, as 
well as the individual. Clearly, a stu- 
dent nurse should be required to 
spend the greater number of her 
evenings at home keeping regular 
hours and attending to her studies, 
but she also needs to be encouraged 
to follow up as much as possible her 
interests outside her school work. 
Nurses’ training should not require 
students to hibernate. Few persons 
can do this without becoming warped 
personalities. Since the nurse cares 
for people from all walks of life 
she should know how to understand 
them. Social-minded individuals make 
better nurses because they have a 
greater capacity to develop into un- 
selfish beings, which is not only de- 
sirable but necessary to become a 
good nurse. 

A problem for the persons who 
teach and supervise in nursing is to 
realize that real progress rests upon 
their willingness to accept changing 
times and share in the good that 
comes from them. Once the good of a 
situation is accepted, that which is 
undesirable is more easily eliminated. 
If the nursing profession feels that it 
has lost respect, the only way to re- 
gain it is to start giving back that 
which it has so long demanded. The 
young members need a chance to 
grow up in dignity. 


RECOVERY ROOM 


(Concluded from page 273) 


to the anesthetic received in each 
case. Most of these cases were treated 
w thout assistance. In several cases, 
the nurse could not get away from 
the patient long enough to ring the 
bell. All cases of emergence delirium 
hove been quieted successfully by 
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using morphine. The nurse is allowed 
to administer morphine on her own 
initiative in these cases. If there is 
an intravenous running, she injects 
gr. 1/6 into the tubing. Pentothal 
drips have not been resorted to in 
the treatment of this complication. 

Unfortunately, we have no record 
of the incidence of immediate post- 
anesthetic complications prior to the 
establishment of the recovery room, 
but, we do know that those in charge 
of the floors have fewer worries than 
they had previously. 

The establishment of a unit of this 
type is also of benefit to other depart- 
ments of the hospital. The nurse in 
charge soon becomes expert at start- 
ing intravenouses and acquires pro- 
ficiency in handling oxygen therapy 
equipment. When interns are else- 
where employed and she is free to 
do so, she can be extremely useful. 
During afternoon hours, she assists 
in the blood bank. 

Oxygen therapy equipment is often 
a trial and a tribulation to those in 
charge of it. We have centralized 
ours in this department, where it is 
used most. It is sent out from here, 
kept track of, and returned after 
use. Equipment and tools, not in con- 
stant use, are stored in an adjacent 
storage space. In this manner, the 
orderlies have a much better oppor- 
tunity to keep parts together and care 
for the equipment properly. 


Instruction of Student Nurses 

Another advantage has been the 
availability of this set-up for the in- 
struction of student nurses. By the 
use of practical demonstrations and 
actual experience while assisting in 
the care of patients here, they acquire 
a facility for looking after post-opera- 
tive cases that cannot be acquired 
in the same way in the lecture room. 

From an administrative angle, the 
plan does present a few problems. In 
the first place, the anesthetist has to 
impress the hospital administrators 
with the importance of a department 
which will require one or two non- 
revenue producing rooms with an in- 
itial outlay for equipment, and with 
a graduate nurse in charge as a mini- 
mum staff. Dr. Harold Griffiths has 
overcome this difficulty in Montreal 
Homeopathic Hospital by having the 
blood bank incorporated into the re- 
covery room with one graduate nurse 
in charge and supervised by the De- 
partment of Pathology. His blood 


bank pays and carries the entire 
department. 

Another that 
superintendents may add the nurse's 
salary to operating room costs and 
the operating room supervisor may 
have difficulty in getting more help 
when she needs it because of this 
increased charge against her budget 
This should not be. The recovery 
room nurse is definitely decreasing 
the work that would otherwise be 
done by the floor nurses. She relieves 
them of all immediate post-anesthetic 
supervision and also sees that patients 
are not returned while the floor staffs 
are otherwise engaged at meals. 

Another minor objection is that 
relatives are sometimes apprehensive 
because the patients are kept upstairs 
for such long periods. For the first 
few months we advised the patients 
and relatives about the recovery room 
when we made our pre-operative 
visits. Notices were also sent to all 
floors requesting nurses to reassure 
the relatives and ask them to remain 
in the waiting rooms, and we have 
had very few disturbed families as 
a result. 


hospital 


point is 


Number of Beds 

A question frequently asked is, 
“how many beds should a properly 
equipped recovery room contain?” 
From our experience, I would say 
that the minimum is as follows: If 
the number of operating rooms is 
four or less, there should be the same 
number of recovery beds plus one. 
If there are four to seven operating 
rooms, the number of recovery beds 
should equal the number of operating 
rooms plus Basal anesthesia 
should, of course, be administered in 
a separate room. 

In conclusion, this addition to the 
anesthetic department has resulted 
in a definite improvement in our 
ability to care for the post-operative 
patient. It facilitates and improves 
the ability of the anesthetist in the 
provision of better clinical care when 
it is most urgently needed. 
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Brother Alexius Kuhn New Head 
of Alexian Brothers Hospital 
Brother Alexius Kuhn, C.F.A., 

recently appointed rector of the Alexian 

Brothers Hospital in Chicago, II. 

Brother Alexius succeeded Brother 

Charles Jessens. C.F.A.. who went to 

the Alexian Brothers Hospital in Osh- 

kosh, Wis., where Brother Alexius was 
formerly stationed. 


was 





Neu Aospttat: 


Sketch of Our Lady of Lourdes Hospital, Camden, N. J., which is now 
in process of construction. 


Our Lady of Lourdes, Camden, N. J. 


THE imposing structure which ap- 
pears in the accompanying sketch is 
the new $4,000,000 hospital which 
the Sisters of the Third Order of St. 
Francis Regular are building in 
Camden, N. J. After many months 
of planning — the new hospital was 
first conceived by Most Rev. Bar- 
tholomew J. Eustace, S.T.D., Bishop 
of Camden, and contracts were 
awarded as far back as August, 1947 
—the building is scheduled to be 
completed in January of 1949, ac- 
cording to Rev. Mother Jean Marie, 
Mother General of the order. 











Outline Plan of Our Lady of Lourdes 
Hospital. 
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Our Lady of Lourdes is planned 
as a general hospital, and will have 
a capacity of 362 beds. That it will 
be modern in all details goes without 
saying; in- fact, it will undoubtedly 
be one of the most up-to-date large 
Catholic hospitals in the country. As 
the diagram shows, the design of the 
structure is striking, with its four 
wings projecting at 45-degree angles 
from the main body. Dominating the 
entire building is a large statue of 
the Patroness of our hospital, Our 
Lady of Lourdes. 

Another interesting feature is the 
two-story building in front of the 
eight-story “skyscraper,” which en- 
abled the planners to concentrate a 
good many departments, such as 
administration and record depart- 
ments, doctors’ and meeting rooms, 
which otherwise would have had to 
be moved up to higher floors. The 
floors are arranged as follows: 

Under the entire area of the build- 
ing will be a full-depth cellar which, 
through a unique arrangement of 
courts, permits full-height windows 
in most of the rooms. The laundry, 
central supply, male help dining 
rooms, ice plant, boiler room, morgue, 
work shops, and storage space will 
be located in this cellar. The base- 
ment, fully out of the ground except 
in one area, will contain, among 


others, the out-patient department, 
X-ray, social service, dining rooms 
and cafeteria, main kitchen, and serv- 
ice rooms. 

Aside from the departments men- 
tioned, the main floor will contain 
the chapel, chaplain’s quarters, in- 
terns’ quarters, isolation rooms, coffee 
shop, guilds, and service departments. 
The second to fifth floors will be 
devoted in part to patients’ rooms, 
divided into four-bed wards, semi- 
private and private rooms, with two 
nurses’ stations on each floor. 

The third floor will house the op- 
erating rooms, among them four larg: 
ones. The Bishop’s suite is located 
on this floor, also. The obstetrics de 
partment will be on the fourth floor. 
and pediatrics on the fifth. The ma 
ternity department is scheduled t» 
have 60 bassinets. 

Unusual features of the sixth flo: 
are the glassed solariums at the end- 
of the wings, leading out to ro 
terraces. The rest of the floor 
devoted to private rooms. The tw: 
top floors will be set aside for t! 
Sisters. 

Structurally speaking, the buildi: 
will have a reinforced stone concre 
“backbone,” dressed up on the ot 
side with brick trimmed with lim 
stone; the interior partitions will 
constructed of terra cotta block ar! 
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plastered or tiled glaze-block-finished, 
as the case may be. The patients 
rooms will have terrazzo floors and 
plastered walls and ceilings. 


ANNUAL REPORT 


(Continued from page 276) 


present annually in some detail, after 
appropriate investigation and study. 
Of course, there always will be prob- 
lems and recommendations that can- 
not be anticipated several years in 
advance. A good report cannot be 
prepared on a week’s notice, even on 
a month’s notice. Those who are 
responsible for data for it should be 
informed a year in advance, that 
their records may be cumulative and 
ready for a designated time, so that 
their contributions may be in order. 
The director should be responsible 
for the report. However, her admin- 
istrative acumen is manifested by her 
ability to apportion responsibilities. 

A report should be written in a 
language that is direct and readable. 
Brevity, likewise, should be an ideal. 
Those for whom reports are intended 
are busy people. Our aim should be 
to give our stories in the most con- 
densed form possible, trimming down 
our copy more than once, if neces- 
sary, to keep it within ten or fifteen 
pages in length. Indeed, five pages 
can present a most satisfactory an- 
nual statement. 

Pictures and charts, as well as 
thought-provoking captions, give 
added interest to a report. Pictures, 
however, should not be of persons in 
positions of prominence, but photo- 
graphs or sketches of action, showing 
the school at work or play, achieving 
or in need. 


Report Oriented Toward 
Administrator 

It may have been noted that in- 
directly I have conceived a report 
as made, in a particular way, to the 
administrator. In doing so, I am 
thinking of the directors I know, 
how they would appreciate the obli- 
gation of placing a most exacting 
Stetement of their problems and rec- 
ommendations before their respective 
administrators, in a form that almost 
compels action, of one kind or the 
ot! er. Moreover, as I conceived the 
tyre of annual report that I have 
just presented, I thought how pleased 
I, ts an administrator, would be to 
be required to consider it each year. 
Mey I add, I like the practice that 
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places an obligation on those who 
receive a report to go to the annual 
meeting prepared for discussion, in 
other words, after they have studied 
it. 

To those of us who are responsible 
to higher superiors in our respective 
religious communities, the report 
should prove a definite boon. It will 
assist us in presenting the school’s 
needs in a manner worthy of our 
basic philosophy of life and educa- 
tion. Always, it would seem, the re- 
port should include the statement of 
this philosophy and a summary of 
the school’s objectives, as a ready 
reference for those examining its 
content. 

Someone might raise the question: 
when should an annual report ap- 
pear? This will depend on various 
circumstances — the month of the 
annual meeting of the hospital's 
board, the time of the year the ad- 
ministrator makes her report to ma- 
jor superiors, etc. However, I am 
inclined to think that a_ school’s 
report should be in terms of the 
school year, at least the data pre- 
sented suggest this division, rather 
than the calendar or fiscal year. 

The annual report, presumably ad- 
dressed to a board of trustees, has 
untold possibilities. There is nothing 
authoritative in the suggestions I 
have made. As I mentioned in the 
beginning, this is a virgin field. My 
observations are those of one who is 
striving to view the hospital and the 
school in terms of our God-given ob- 
jectives and to use the best means 
available to attain them. The report 
is a device that can contribute greatly 
to supervision, prompt co-operative 
administration, and good will within 
and without the hospital. 





A REMINDER: “HP” WANTS 
TIME-SAVING HINTS 

Last month, it was announced 
that “Hospital Progress” is looking 
for short articles, a few paragraphs 
or a few pages, describing short 
cuts and time savers of any nature, 
and in any hospital department. 
Fancy English is not necessary, and 
the “articlettes” — to coin a terrible 
new word — need not be typewrit- 
ten. All that is necessary is that 
they are potential aids to other 
Sisters and Brothers in the hospital 
field. If pictures accompany the 
text, so much the better. 

Please remember this new-born 
department, or it may turn out to 
be an incubator baby! 


MEDICAL CARE 
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loving all men as brothers because 
they are the sons of God!” His sec- 
ond definition is “An act or feeling 
of affection or benevolence.” This is 
charity. This is what motivates men 
to give voluntarily to the benefit of 
their fellow men. This is what we 
are depriving men of when we rele- 
gate to the Government the responsi- 
bility for improvement of the condi- 
tion of our fellow men. 

It is not until his fifth and last 
definition of “charity” that Webster 
introduces the concept of the eleemo- 
synary institution. 

So, in shifting from ourselves to an 
impersonal Government the duty of 
assisting our less fortunate brothers, 
we are not only sinning against them, 
we are also sinning against ourselves. 
We are doing our nation the greatest 
of disservices — one which will surely 
destroy the soul of our people. 

“And now abideth faith, hope and 
charity, these three; but the greatest 
of these is charity.” And “Though I 
speak with the tongues of men and 
of angels, and have not charity, I am 
become as sounding brass, or a 
tinkling cymbal.” 





Care of the Sick Difficult in 

Parts of the Philippines 

A letter just received from Rev. Har- 
old A. Murphy, S.J.. pastor of Jasaan., 
Misamis Oriental. Philippine Islands, 
highlights the difficulties experienced in 
caring for the sick in some of the dis- 
tricts outside of Manila. Father Murphy 
writes: 

“For about one year we have been 
having a doctor visit our dispensary on 
Saturday afternoons for free consulta- 
tion. The pastor pays the doctor, and 
the people buy the medicine they need 
at cost or obtain it free from the Catho- 
lic Welfare Service. 

“The doctor must 
kilometers in a ieep 
about 25 patients. 

“A nurse has just decided to make 
her home in Jasaan, which has a popu- 
lation of 2000, with another 3000 in 
the neighborhood. She will give daily 
treatment in our dispensary. Our hospi- 
tal service has been discontinued for 
about ten years now.” 

The hospital to which Father Murphy 
has reference is the Monahan Memorial 
Hospital. Father Murphy goes on to say 
that the Cagayan Mission Hospital. a 
Protestant institution which was men- 
tioned in Hosprrat Procress last Au- 
gust. also has been discontinued 
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THE CATHOLIC HOSPITAL AND PUBLIC 

RELATIONS 

One of the most interesting sectional meetings at the 
1948 Convention of the Catholic Hospital Association 
was the one devoted to Public Relations. For those who 
attended it there was a clarification of the meaning of 
public relations and of the areas of activities embraced 
by the term. 

In approaching this topic it is essential to remember 
that public relations is not mere publicity. Least of all 
is it newspaper publicity stimulated only for a period 
preceding a drive for funds. This does not mean that 
newspaper publicity should not be used in a legitimate 
way to inform the public of the work of our hospitals. 
It does mean that there must be a spirit rooted in the 
hospital itself which is the basic source of all phases of 
public relations. Public relations embraces every de- 
partment which serves the patients and public and every 
member of the hospital personnel who in any way deals 
with patients or who in any degree interprets the hospital 
to the public. 

Public relations is moreover a continuing and constant 
problem from the very moment an institution opens its 
doors to serve the public. 

Each hospital has a distinctive reputation in the com- 
munity in which it is located. It may be known for its 
efficiency and coldness, or for its friendliness and lack of 
systematic organization. It may be rated high for its 
medical staff and low for its nursing services or vice 
versa. It may be talked about because of a crude and 
belligerent business policy or for charity and careless 
business methods. Religiously it may be known as a 
hospital which is thoroughly Catholic or as one which 
is Catholic only in name. 

The reputation which a hospital has in a community 
is the impression which its staff and personnel have made 
on the people who have been patients, by the reactions 
experienced by visitors, and by the spirit of loyalty and 
pride engendered in its medical staff, nursing staff, and 
other personnel. Each hospital has a spirit and this flows 
through its personnel to the public whom it serves. 

Public Relations Through Personnel 

Public relations begins at the admittance office or 
perhaps even before this, with the telephone operator or 
the clerk at the information desk. 

Courtesy and a spirit of helpfulness at these points 
of hospital service are the means of creating the proper 
first impression. On the other hand, a crabby, imperti- 
nent, or flippant employee may create a first impression 
that will never be eradicated. 

The cleanliness and sanitation or tone of a room or 
a ward may influence a patient. Certainly the nursing 
service will create a favorable or unfavorable impression. 
Not only should the nursing service be professionally 
correct but it should be rendered with graciousness, kind- 
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ness, and the special consideration due to those who are 
sick. Many large business firms have adopted the prin- 
ciple that the customer is always right, and even though 
he may be unreasonable and unpleasant, he is humored 
as much as possible. Sick people may be demanding and 
unpleasant, not so much because of disposition, as be- 
cause of the effect of illness on nerves. They deserve at 
least as much consideration as does the customer in the 
mercantile store. The manner in which the hospital per- 
sonnel handles them and their moods constitutes good 
or bad public relations. 

Food is an important factor in our normal lives. In 
the stay of the patient, meals are something to be looked 
forward to as pleasant breaks in a monotonous day or 
as other unpleasant hospital experiences which one must 
bear. Food that is nutritious, tastily served, and above 
all warm or hot is a great medium of good public 
relations. 

The conduct of maids and aides and their consideration 
for the condition of patients and their needs contribute 
to the general impression made on patients. 





Collection Policies and Public Relations 


The presentation of charges and the making of col- 
lections are always delicate and difficult problems. A 
consistent, just, and fairly rigid policy must be main- 
tained; otherwise the hospital cannot continue to exist. 
On the other hand, well meaning patients may be greatly 
embarrassed by sudden illness and limited financial re- 
sources. Care and tact should be used to help them 
work out satisfactory arrangements so that the hospital 
is protected and the patient or his relatives are not 
embarrassed or harassed by a too persistent and wooden 
insistence on prompt and full payments. 

The public relations of a hospital involve dealings with 
doctors and nurses. If they are proud of the hospital in 
which they work, if they receive co-operation and consid- 
eration and are granted the courtesy of consultation 
about matters of policy, they become ambassadors of 
good will for the institution. 

Those who promote the best public relations are the 
Sisters themselves who operate and manage the hospit:!. 
Catholic hospitals are generally known as “Sisters’ hes- 
pitals.” The reputation of Catholic hospitals, for tvx.e 
most part, has been built upon the unselfish spirit of 
sacrifice and devotion to duty, and Christian sympat 1y 
manifested by the Catholic Sisters who have nursed | 1¢ 
sick. If this spirit is not hampered, if it permeates | 1¢ 
whole organization of the hospital, then public relation. is 
a simple matter. This is the reliable source of the t st 
public relations. If this spirit is implanted in the en re 
hospital personnel, then the members of the persor el 
become public relations men and women of the hospi 1. 
Only one factor is really necessary; that is the untr: n- 
meled exercise of Christian Charity which is planted i 
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the heart of every good religious. Christ had no need for 
a public relations department. “He went about doing 
good,” He was just and kind to all; He had compassion 
for the sick and poor. The world has always loved and 
respected Him for this. If this spirit is infused into the 
entire personnel of the Catholic hospital, then the prob- 
lem of public relations is solved. 


THE NEW TREND IN PUBLIC HEALTH 
STATISTICS 


From the days when public health started as an 
organized activity until recently, it had as its single ob- 
jective the field of preventive medicine, directed almost 
exclusively to the control of communicable, nutritional, 
and environmental diseases. Even vital statistics, a re- 
sponsibility of the public health departments, though it 
registered and tabulated all causes of death, spent most 
of its effort on compiling data about the prevalence and 
epidemiology of communicable and other preventable 
diseases. 

The actual care of the sick, as this phase of medical 
care is practiced in the physicians’ offices or in hospitals, 
was entirely outside of the responsibility of public health. 
In fact, no governmental agency was charged with the 
control or administration of therapeutic practice beside 
the examination and licensing of professional personnel 
entering the field of medical and nursing care. 

Aid in the early diagnosis of cancer, programs for the 
treatment and rehabilitation of crippled children and 
children afflicted with rheumatic heart disease, and pro- 
grams to make available in hospitals effective treatment 
of pneumococcus pneumonia, have restricted the old 
limitation of public health to preventive medicine in 
several ways. The administration of the Hospital Survey 
and Construction Act, which in most states has been 
assigned to the State Health Departments, implies the 
further shifting or extension of their responsibilities from 
public health to health administration. 

And finally, the rapid expansion of hospital insurance 
and medical care plans implies the need for sufficient 
information on the causes of morbidity, generally. As an 
example, the International Health Conference entrusted 
to the World Health Organization the establishment of 
international lists of causes of morbidity. 

These factors have broadened the scope of public 
health, leading to the establishment of new divisions for 
hospital construction and in some cases medical care in 
many state health departments. Due to the fact that the 
medical care is highly organized in hospitals, the health 
officer’s interest in data and facts about medical care 
must center in hospitals, if reliable materials now avail- 
able are to be obtained. Discharge data of hospital in- 
patients and observations in out-patient departments are 
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becoming the source of valuable and desired statistical 
material. 

This trend in public health statistics should be no 
cause of alarm to the hospitals; on the contrary, it is a 
healthy one by which the hospital's services can be 
advanced. 


THE TOUCH OF AN INDIVIDUAL 


The greatest Force for good that has ever touched 
this world of humanity was possessed and expressed by 
an Individual: The Christ’s whole contact with mankind, 
in its constant expression of Beauty, Truth, and Good- 
ness has ever been personal. 

The Great Physician was essentially an Individual, so 
was the Great Teacher and when He fulfilled His greatest 
task of all, it was as an Individual that He carried it 
through to its triumphant end. 

But this modern world of ours increasingly lays empha- 
sis on the masses; the State is supreme and all services 
must be nationalized or socialized. In both giving and 
receiving, the human being is steadily being deprived of 
his separate entity. 

The philosophy from which this development arises is 
as retrogressive as it is destructive, You can produce en 
masse what might appear to be human benefits, but they 
won't necessarily benefit humanity. Humanity, you see, 
is not a mass of similar units but a collection of uniquely 
varied individuals. Biologically they may have much in 
common, but man’s biology is only part of his being and 
by no means the most potent part. His psyche, soul or 
spirit, is a real and important factor, and in its influence, 
together with that of environment, sickness, health, and 
general circumstances of life, it produces a very variable 
human individual. 

In the great privilege and responsibility of hospital 
care and treatment of the sick, the diagnostician, the 
physician, and the surgeon; the matron, the Sister, and 
the nurse; the administrator, the almoner, and the dieti- 
tian, and indeed, all personnel who have direct contact 
with the patients, must have an ever present conscious- 
ness of this distinctly variable individual with whom they 
have to deal. 

Moreover, if their service is to be executed with any 
real degree of true and lasting success in the regaining 
and retaining of human happiness, it must be applied not 
only efficiently and scientifically, but with the thought, 
the understanding, the words and the touch of an indi- 
vidual: an individual who, with all the personal and 
material equipage of modern science, is humbly endeav- 
oring only to express and apply the Mind and the 
Purpose of the Greatest of all individualists. 

Reprinted from “The Hospital Magazine,” published in 
the .state of Victoria, Australia. 
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Conference on Public Health 

Statistics 

Between June 14 and 18 the School 
of Public Health of the University of 
Michigan, Ann Arbor, Michigan, held 
a conference on public health statis- 
tics in co-operation with the Associa- 
tion of State and Territorial Health 
Officers for the benefit of state and 
local health directors and_ pub- 
lic health statisticians, which was 
attended by Dr. Kurt Pohlen, direc- 
tor of research and statistics of the 
Catholic Hospital Association. 

The program of the meeting dealt, 
among other topics, with medical care 
and hospital needs, morbidity statis- 
tics to be derived from hospital dis- 
charge data, and follow-up registers 
for long-term illness. The basis for 
the formula of hospital needs for 
various urban and rural areas, a part 
of the Hospital Survey and Construc- 
tion Act, was considered to be statis- 
tically inadequate. 

The discussions on the statistics re- 
lating to causes of sickness (morbid- 
ity) was one of the main topics of 
interest during the conference. Be- 
cause material on general sickness is 
not available, emphasis was placed on 
discharge data from in-patients and 
out-patients of hospitals. Hospital 
discharge statistics as a rule embrace 
a variety of conditions, including 
acute and chronic diseases alike: new 
patients and readmissions, primary 
diseases and late defects from old 
clinically healed diseases are but a 
few of the considerations. The par- 
ticipants in the conference were con- 
scious of this situation but confident 
that with pilot studies proper methods 
for studying these data could be de- 
veloped. At least one practical by- 
product of such hospital discharge 
statistics, through which hospitals 
have benefited directly, is that un- 
necessary operations if they occur 
at any hospital repeatedly can be 
detected. 


Father Flanagan Attends A.H.A. 

Meeting on Nursing 

Father Flanagan spent Friday, 
July 2, in Chicago participating in a 
committee meeting of the American 
Hospital Association on Nursing. 
This is the third of such meetings 
sponsored by the American Hospital 
Association and participated in by a 
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representative from the Catholic 


Hospital Association. 


Mexican Hospital Sisters Visit in 

the United States 

Attending the Cleveland Conven- 
tion of the Association were 13 hos- 
pital workers from Mexico. With Mr. 
Felix Lamela, secretary of the Inter- 
American Hospital Association from 
Mexico City, came six hospital Sisters 
from the staff of The Spanish Hospi- 
tal of that city. Headed by Mother 
Esperanza, superior of the hospital, 
this group visited Buffalo, Niagara 
Falls, Chicago, and various other 
points of interest. Miss Lazoya, in 
charge of the Children’s Hospital of 
Mexico City, accompanied the Sisters 
on their visit to St. Louis where they 
had an opportunity to study some of 
the organizational features of two 
medical centers and those of a num- 
ber of special hospitals. 


Blue Cross “Round-Table” 

During the week of June 14, both 
Father George L. Smith, president, 
and Father D. A. McGowan of Wash- 
ington, D. C., participated actively in 
this special meeting which had as its 
objective the development of a deeper 
appreciation and wider understand- 
ing, on the one hand, of the attitudes 
of Blue Cross executives, and on the 
other hand, of the interests of par- 
ticipating hospitals. 

Quebec Conference in Annual 
Session 

On Monday, Tuesday, and Wed- 
nesday, August 23, 24, and 25, the 
Quebec Conference of the Catholic 
Hospital Association will meet. Under 
the direction of Father Hector L. 
Bertrand, S.J., chairman of the 
Catholic Hospital Council of Canada, 
this meeting will take place in 
Quebec, where the Hotel Dieu de 
Quebec, founded in 1639, is located. 
The program will feature the prob- 
lems of Canadian Catholic hospitals 
and Father Bertrand assures the re- 
ligious in hospital work that many 
Canadian authorities in hospital work 
will participate in the program and 
direct its sessions. Mr. Kneifl, from 
the Central Office, will also attend. 


Annual Meeting of Federation 

of Catholic Physicians’ Guilds 
During the recent annual conven- 

tion of the American Medical Asso- 

ciation in Chicago, The Federation 


of Catholic Physicians’ Guilds met 
in regular session. This meeting took 
place at The Stevens Hotel on Wed- 
nesday, June 23. Sixty-five physicians 
from 18 states and the District of 
Columbia attended. 

The following program was pre- 
sented: “The Attitude of the Ameri- 
can Medical Association Concerning 
Birth Control” by Joseph L. Mc- 
Goldrick, M.D., of Brooklyn, N. Y., 
“Ethical Standards in New Medical 
Procedures” by Rev. Gerald Kelly, 
S.J., professor of moral theology, 
St. Mary’s College, St. Marys, 
Kansas, and “The Current Need for 
Catholic Physicians’ Guilds” by Rev. 
D. A. McGowan, now of Washington, 
D. C., but formerly moderator of the 
Guild of St. Luke, of Boston, 
Massachusetts. 

Active in the meeting, in addition 
to Dr. William Chester, of Detroit, 
Michigan, first vice-president of 
the Federation, who presided, were 
Father John J. Flanagan, S.J., who 
is to assist in the editorial work in 
connection with LINACRE QUAR- 
TERLY, the official journal of the 
Federation, Father D. A. McGowan, 
director of the Bureau of Health and 
Hospitals of the National Catholic 
Welfare Conference, who assumes the 
responsibilities of moderator of the 
Federation and M. R. Kneifl, execu- 
tive secretary. 

Father A. M. Schwitalla, S.J., was 
named honorary moderator in recog- 
nition of his valuable contributions 
to this cause. 


Intern Committee Convenes 

On June 18, the Joint Committee 
on Internships composed of repre- 
sentatives of the American Associa- 
tion of Medical Schools, the American 
Hospital Association, the Catholic 
Hospital Association, and the Ameri- 
can Protestant Hospital Association, 
met in Chicago just before the 
American Medical Association con- 
vention. Father John W. Barrett, 
president-elect, represented the Ass\- 
ciation in this meeting. 


Catholic Hospitals of South Dakota 

Organize 

On May 31, under the patrona-e 
of Their Excellencies, Bishop Bra:y 
of Sioux Falls and Bishop McCariy 
of Rapid City, representatives of ‘ \¢ 
fourteen Catholic hospitals of (ve 
state held their organization meeti\¢ 
at Pierre. Featuring this meet: ¢ 
were papers on “Nurse Recruitme: ~ 
by Mother William of Aberde: ®, 
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S. D., on “Hospital Economics” by 
Sister M. Bonaventure, O.S.B., of 
St. Martin’s Convent, and on “Nurs- 
ing Education and Nursing Service” 
by Sister Desideria, O.S.B., of 
Yankton. 

The following officers were elected: 
Mother M. Jerome, O.S.B., Yank- 
ton, vice-president; Mother William, 
Aberdeen, secretary; and Sister M. 
Innocentia, O.S.F., Huron, treasurer. 


The Committee on Curriculum 
Evaluation and Counseling of 
the Conference of Catholic 
Schools of Nursing Inaugurates 
Its Program 
The members of this Committee, 

Sister M. Kevin, R.S.M., Creigh- 

ton University School of Nursing, 

Omaha; Sister Agnes Miriam, S.C.N.., 

Georgetown University School of 

Nursing, Washington, D.C.; Sister 

Mary of the Sisters of Charity of 

Providence; and Sister Cyril, S.C., of 

Seton School of Nursing, Colorado 

Springs, Colorado, will meet at Seton 

School of Nursing early in August un- 

der the Chairmanship of Sister Mary. 

The principal item of business to 
come before the Committee as it be- 
gins its work deals with planning of 
an effective counseling service, the 
techniques to be employed, the man- 
agement of the program, personnel, 
etc. 

A restudy of the evaluation plan 
as an instrument in assembling the 
facts necessary for counseling will be 
undertaken. Miss Margaret Foley, 
secretary of the Conference, will as- 
sist in this meeting. 


South Dakota Nurses Meet 

“Nursing — Trade, Vocation, Pro- 
fession” has been selected as the 
theme of the South Dakota State 
Nurses’ Convention for 1948. Sister 
M. Conception, educational director, 
Presentation School of Nursing, Aber- 
deen, South Dakota, is chairman of 
the program committee for the meet- 
ing which will be held September 14 
through 17. The Conference of Cath- 
olic Schools of Nursing will be repre- 
sented at the meeting through the 
secretary, Miss Margaret Foley, 
R.N., who will participate in the 
program. 
Summer School Sessions in 

Hospital Administration: 

both the University of Montreal 
ard St. Louis University as reported 
‘eviously, offered special courses in 
vspital administration as part of 
heir summer school programs. Pre- 
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August, 1948 
American Society of Hospital 
macists. 
August 9-13. San Francisco, Calif. 
Institute on Hospital Administration. 
August 8-22. University of Laval, 
Quebec, Que. 
Annual Meeting of the Quebec Catholic 
Hospitals. 
August 23-25. Quebec, Que. 


September, 1948 
American Congress of Physical Medi- 
cine. 
September 7-11. Hotel 
Washington, D. C. 
American Occupational Therapy Assoc- 
iation. 
September 17-19, Hotel Dennis, 
Atlantic City, N. J. 
American Protestant Hospital Associa- 
tion. 
September 17-18. Hotel Dennis, 
Atlantic City, N. J. 
American College of Hospital Adminis- 
trators. 
September 19-20. Traymore Hotel, 
Atlantic City, N. J. 
American Hospital Association 
September 20-23. Atlantic 
N. J. 


Phar- 


Statler 


City, 


American Association of Nurse Anesthe- 
tists. 
September 20-23. Ritz-Carlton 
Hotel, Atlantic City, N. J. 


October, 1948 
National Conference of Catholic Chari- 
ties. 

October 9-13. Boston, Mass 
National Catholic Rural Life Confer- 
ence, Annual Convention. 

October 17-20, La Crosse, Wis. 
(Diocesan directors’ meeting, Oct. 
15-16.) 
American Dietetic Association. 
October 18-22. Hotel 
Boston, Mass. 
American College of Surgeons 
October 18-22. Los Angeles, 
Calif. 
American Association of Medical Record 
Librarians. 
Oct. 18-22. Los Angeles 


November, 1948 
American Public Health Association 
November 8-12, Boston, Mass 


December, 1948 
Bishops’ Representa- 


Statler, 


Calif 


Conference of 
tives 
January, 1949 
Conference of Catholic 
Nursing, January 7-9, St 


Schools of 


Louis. Mo 





sented during May, the course offered 
at the University of Montreal at- 
tracted 75 students. 

At St. Louis University, there were 
registered 84 students for the pre- 
liminary course, the problems course, 
the research course, and the new 
offering dealing with “Canon Law 
and the Catholic Hospital,” given by 
Father Furlong, S.J., for the first 
time this year. Father John J. Flana- 
gan, S.J., and Mr. Victor E. Costanzo 
were active in the conduct of this 
session. 


“Social Action and Health” 

Catholic Hour, June 20 

Father Donald A. McGowan, di- 
rector of the Bureau of Health and 
Hospitals, participated on the special 
program of “Social Action” now being 
featured on the “Catholic Hour.” His 
theme was “Social Action and 
Health.”’ He emphasized the mission 
of the Church’s agencies in health 
and sickness. Copies of this unit of 
the series are available by writing to 
1312 Massachusetts Avenue, N.W., 
Washington, D. C. 





Class of 1948, St. Vincent’s School of Nursing, Los Angeles, Calif. 





Medico - Moral Problems 


Gerald Kelly, S.J. 





Orchidectomy for Carcinoma of 
Prostate 


Question: Is it permissible for a 
doctor to perform an orchidectomy, 
primarily for the relief of pain, on 
a patient who has carcinoma of the 
prostate gland? 


Previous Discussion 

The problem presented here is 
quite similar to the question con- 
cerning the suppression of ovarian 
function in cases of carcinoma of the 
breast, a question that was discussed 
in Hosprrat Procress, XXIX 
(April, 1948), 147-48. It was pointed 
out in that discussion that a treat- 
ment or mutilation of the reproduc- 
tive organs which results in sterility 
is morally justifiable only when these 
conditions are fulfilled: (1) the pur- 
pose of the treatment or operation 
must not be contraceptive; (2) the 
procedure must offer some hope of 
benefit to a patient who suffers from 
serious pathology; and (3) a less 
drastic procedure which offers more 
or less equal hope of benefit is not 
reasonably available. 

In the article referred to, I in- 
dicated how these three conditions 
might be fulfilled in the case of 
oophorectomy or irradiation of the 
ovaries for the prevention of metas- 
tasis from carcinoma of the breast. 
First, these procedures are not pre- 
cisely contraceptive measures, be- 
cause they are directed to the sup- 
pression of the endocrine, not the 
exocrine, function of the ovaries. 
Secondly, according to a theory held 
by eminent physicians, the internal 
secretions of the ovaries stimulate 
the growth of neoplastic tissue; hence 
the suppression of these secretions 
offers a hope of benefit to a patient 
suffering from carcinoma of the 
breast. Thirdly, at least in many 
cases, a simpler effective remedy is 
not available. It seems that in some 
cases removal of the breast, with 
subsequent mild irradiation that does 
not induce sterility, will effect a 
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cure; and in such cases there is no 
moral justification for the more dras- 
tic procedures that induce sterility. 
Obviously, the judgment of the 
relative value and advisability of the 
various procedures in individual cases 
must be made by competent medical 
men. 


The Present Problem 

The present question may be dis- 
cussed along the same lines. But 
before considering the conditions re- 
quired for the moral justification of 
orchidectomy, it will be well to give 
a brief survey of the pertinent medi- 
cal facts. 

Carcinoma of the prostate gland 
is a disastrous and excruciatingly 
painful disease which is rarely di- 
agnosed at-a sufficiently early stage 
to admit of complete cure. The 
growth and spread of the disease is 
fostered by androgens, which are 
supplied principally by the testes. 
Even when a cure is impossible, the 
patient can obtain considerable re- 
lief and even be enabled to lead a 
fairly normal life for some time, if 
the supply of androgens is diminished 
or their effects neutralized. A neutral- 
izing effect can be produced by the 
administration of estrogens; and the 
testicular output of androgens can 
be suppressed by orchidectomy or 
by irradiation of the testes. 

Each of the procedures mentioned 
(hormone therapy, orchidectomy, and 
irradiation of the testes) induces 
sterility; but in the case of hormone 
therapy this effect need not be per- 
petual, whereas in the other two 
procedures the sterility, once effected, 
is irreparable. Estrogen treatment, 





Note: Medico-Moral Problems 
may be submitted to the Editors 
of Hospital Progress, 1438 South 
Grand Boulevard, St. Louis 4, Mo. 





however, sometimes involves disad- 
vantages not connected with the 
other procedures: e.g. hypertrophy 
of the breast, and gastric disorders. 
Moreover it may require more care- 
ful supervision of the patient over a 
long period of time. 

I might add here that it seems 
practically impossible to treat car- 
cinoma of the prostate without in- 
ducing sterility; for even in the rare 
cases when a cure can be accom- 
plished by removal of the prostate 
gland, it seems to be difficult to per- 
form the operation without injuring 
the reproductive tract to a degree 
that impedes fertility. Moreover, 
many competent physicians do not 
feel confident of a successful cure 
unless they eliminate the testicular 
output of androgens. Hence it seems 
that sterility is an almost inevitable 
result of any treatment of carcinoma 
of the prostate, whether curative or 
merely palliative. . 

One final fact: The victims of car- 
cinoma of the prostate gland are 
usually not young men; the disease 
generally occurs after middle age, at 
a time when a less serious reason 
might be required for justifying a 
sterilizing procedure than would be 
required if the patient were young. 
However, it can occur in younger 
men; and it seems to me that the 
disease is so disastrous that the age 
factor need not be stressed when the 
morality of the curative or palliative 
procedures is discussed. Furthermore, 
it seems that the disease itself, in- 
dependently of therapy, tends to 
induce sterility. 

Such are the medical facts. In the 
light of these facts it is not difficult 
to estimate the conditions required 
to justify orchidectomy in the treat- 
ment of carcinoma of the prostate 
gland. 

1. The purpose of the procedur: 
must not be contraceptive. We hardly 
need delay on this condition. |: 
seems obvious that the purpose o! 
the operation is to suppress the in 
ternal secretions of the testes; th 
sterility induced by the procedur: 
is an unavoidable but indirect effec: 
In this we have a perfect parallk 
with the suppression of ovarian fun 
tion in the treatment of carcinom 
of the breast. 

2. The procedure must offer son 
hope of benefit to a patient sufferin 
from severe pathology. It is unque 
tionable that carcinoma of the pro 
tate gland is serious pathology. An 
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from the medical data on hand, it 
seems also unquestionable that the 
suppression of the testicular output 
of androgens offers hope of consider- 
able benefit to the patient, even when 
cure is impossible. The patient is 
not only relieved of pain; his appe- 
tite is improved, he gains weight and 
strength, and is often enabled to 
lead a fairly normal life for several 
years. 

(Note: In the question proposed 
at the beginning of this article, it 
was asked whether the orchidectomy 
could be performed “primarily for 
the relief of pain.” An eminent urolo- 
gist whom I consulted in preparing 
this material suggested that I call 
attention to the fact that this ex- 
pression might be misleading; he be- 
lieves that in view of the many good 
effects produced by orchidectomy the 
relief from pain can hardly be con- 
sidered as “primary.” His view 
seems to be a more accurate pres- 
entation of the complete medical 
picture. I believe, however, that even 
aside from other good effects, relief 
from great pain may be considered 
as a great benefit to a patient and, 
expecially in the case of an incurable 
disease, it may constitute a legitimate 
reason for a drastic mutilation, pro- 


vided the pain cannot be relieved by 


simpler means and provided, of 
course, that the patient is not able 
and willing to endure the pain. It 
may be worth while to discuss this 
topic more at length in a subsequent 
article.) 

3. A less drastic and equally effec- 
tive procedure is not reasonably 
available. This condition brings us 
to the crucial test for the moral 
justification of orchidectomy. Surgi- 
cal castration seems to be the most 
serious of all the remedies or pallia- 
tives suggested for the treatment of 
carcinoma of the prostate gland; 
hence it is permissible only when 
other means cannot be used or would 
not be equally effective. As a matter 
of fact, it seems that excision of the 
prostate gland, without suppression 
of androgens, is rarely feasible. The 
simplest of all the means of sup- 
pressing the effect of the androgens 
is hormone therapy; hence, in cases 
in which this treatment would be 
elective, it must be preferred to 
or-hidectomy. But if hormone ther- 
a}y cannot be used or will not pro- 
dice the desired effect, either orchi- 
detomy or irradiation of the testes 
s permissible. 


AUGUST, 1948 


Confirmations 

A few years ago Father John J. 
Clifford, S.J., published a very com- 
plete article on the present subject. 
(See “The Morality of Castration 
for Carcinoma of the Prostate,” in 
Theological Studies, V |Dec., 1944}, 
439-52.) His conclusions were as 
follows: 

“*1) Estrogens should be employed 
first. 2) If estrogens prove ineffective, 
all ethical objection to orchidectomy 
ceases. 3) If further scientific evi- 
dence proves orchidectomy with sub- 
sequent use of estrogens the most 
effective way to prolong life, then 
orchidectomy may be employed first 
with a subsequent use of estrogens. 
4) If further evidence bears out 
Huggins’ claim that a protracted use 
of estrogens alone is carcinogenic, all 
ethical objection against the im- 
mediate use of orchidectomy disap- 
pears. 5) X-ray treatment of the 
gonads is morally objectionable.” 

Concerning Father Clifford’s con- 
clusions I would make two observa- 
tions. First, he is considering the 
usual case: namely, when the disease 
is discovered too late to be cured by 
removal of the prostate gland itself. 
Secondly, he objects to irradiation of 
the gonads because, at the time he 
wrote, this treatment seemed to be 
only doubtfully effective. A distin- 
guished urologist has advised me to 
modify this conclusion somewhat, for 
he believes that irradiation is fre- 
quently just as effective as orchi- 
dectomy. 

The problem we have been dis- 
cussing is not mentioned in the old 
surgical code for Catholic hospitals. 
Among the recently printed diocesan 
codes, those of Los Angeles, Toledo, 
and Grand Rapids all list orchidec- 
tomy for the treatment of carcinoma 
of the prostate as one of the pro- 
cedures that may be allowed in Cath- 
olic hospitals. The code of Grand 
Rapids demands previous consulta- 
tion; Los Angeles and Toledo do 
not demand the consultation, but 
they insist that the hospital has the 
right to demand it. 


The Healthy Organ 

In this discussion there has been 
question of mutilating an apparently 
healthy organ. In the article on the 
suppression of ovarian function to 
prevent metastasis, I indicated how 
such a mutilation might be morally 
justified; yet I have found from ex- 
perience that this point bears fre- 


quent repetition, for the impression 
that a mutilating treatment or opera- 
tion can be directed only against an 
organ which is “diseased” in the 
technical sense seems to be very 
common. 

The essential requisite for the 
licitness of mutilation is simply this: 
the sacrifice of an organ or function 
must be required for the well-being 
of the whole body. This requisite can 
be present without “disease” in the 
technical sense. For example, if a 
man’s foot is caught in a railroad 
track, the foot is not really diseased, 
yet its amputation may be a neces- 
sary means of saving his life. Or, to 
cite another example often given by 
theologians, if a tyrant threatens to 
kill me unless I cut off my hand, the 
sacrifice of my hand (which is clearly 
not diseased) may be necessary for 
the preservation of my life. The 
amputation of the healthy foot or 
hand in these cases would be allowed 
by theologians, and it squares per- 
fectly with the principle enunciated 
by Pius XI in the encyclical on 
Christian Marriage: namely, that 
private individuals may mutilate 
themselves when this is required for 
the good of the whole body. 

In the case of orchidectomy for 
the treatment of carcinoma of the 
prostate gland, it may be that the 
testes are healthy: yet, since their 
internal secretions foster the growth 
and spread of the cancer, they are 
clearly a menace to the patient's 
well-being. We might say that, under 
the circumstances they should no 
longer be considered healthy: or we 
might say that, though they are 
healthy, their removal is required for 
the good of the whole body. Whether 
they are considered as healthy or 
unhealthy, their removal can be justi- 
fied according to the principle enun- 
ciated by the Pope and explained by 
theologians. 

Conclusion 

In view of the preceding discus- 
sion, the answer to the question pro- 
posed is that orchidectomy may be 
permitted in the treatment of carci- 
noma of the prostate gland provided 
that some simpler therapy such as 
the administration of estrogens would 
not be equally effective. Whether 
estrogens should be tried first or 
whether the orchidectomy should be 
performed immediately (or whether 
X-rays should be applied to the 
testes) should be left to the judg- 
ment of competent physicians. 
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Conducted by Margaret Foley, R.N., M.S. 





The Hospital School of Nursing 


The Conference of Catholic Schools 
of Nursing is committed, by recom- 
mendations passed at the Cleveland 
Meeting, to a policy of encouraging 
the preservation of good three-year 
schools of nursing. 

Through letters to the Editor and 
in conversation with Sisters from 
various parts of the country, it seems 
clear that there is some doubt as to 
the actual intent of this policy. There 
is general agreement on the statement 
itself, but, when applying the recom- 
mendation to a specific situation, to 
determine what plans should be made 
for the future of a particular school 
of nursing, clarification seems neces- 
sary. The question often arises: 
“What is a good three-year school?”’ 
“What changes will be necessary, if 
any, to place X School of Nursing in 
the ‘good’ category?” These Sisters 
are aware of the many inadequacies 
of our present system — of the many 
poor three-year schools now in opera- 
tion, as well as the many excellent 
ones. They want to be certain that 
the school which they conduct is one 
which offers to its students a high 
type of personal and professional edu- 
cation. At the same time, they are 
convinced that there is need for a 
system of nursing education which 
will continue to develop large num- 
bers of nurses well qualified to care 
for the sick in institutions and in the 
home. 


Preparation of the Bedside Nurse 

The recommendation in question 
speaks of the three-year school of 
nursing. This particular term was 
chosen because it is the’ one terse 
phrase which conveys to all who hear 
it the concept of a system of nursing 
education which is not placed under 
the aegis of institutions of higher edu- 
cation. The three-year wording may 
be misleading, since it sets up a time 
limitation which many feel is unde- 
sirable. For years, nurse educators 
have been aware that basic prepara- 
tion in nursing could be given ade- 
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quately in less than the 36 months 
required by law in most states. It is 
conceivable, then, that the good 
school which is preserved may, in the 
future, require something less than 
the stated “three years,” nurse prac- 
tice acts permitting. Such a school 
could prepare the bedside nurse. 

The second concept which the 
terminology conveys is that of the 
school of nursing conducted by a hos- 
pital. According to the 1947 Facts 
About Nursing, about 90 per cent of 
all schools of nursing in the United 
States are conducted by these institu- 
tions. For 377 Catholic schools of 
nursing, the percentage is only slight- 
ly lower. 

The question of whether a hospital 
school of nursing can be “good” has 
been much debated. A few are in- 
clined to say no— definitely and 
unequivocally. Others, experienced 
nurse educators, with extensive 
knowledge of schools in this country, 
can point to many examples of good 
hospital schools of nursing. Those 
who have had experience with central 
schools, separately incorporated, will 
defend that type of basic program. 
Certainly there are many good schools 
included in the 90 per cent. And there 
is no doubt that nursing education 
cannot be accomplished without mak- 
ing some provision for the use of 
hospital clinical facilities. 


The Preservation of Good Schools 

The recommendation to preserve 
the good three-year school of nursing 
may be interpreted to mean that the 
Conference of Catholic Schools of 
Nursing is prepared to defend the 
hospital school of nursing, under cer- 
tain conditions. Such a school must 
provide a sound nursing education, 
and not merely a prolonged and ex- 
aggerated type of in-service training. 
The officers of the school must have 
sufficient administrative freedom to 
enable them to think, and plan, in 
terms of the objectives of the school. 
The objective of the hospital — serv- 





ice to the patient — must not inter- 
fere with the objective of the school 
— the education of nurses. The prac- 
tice of giving to any executive the 
authority necessary to carry out his 
responsibilities is merely a recognized 
principle of sound organization and 
administration. If the director is given 
the responsibility for conducting a 
school of nursing, she is entitled to 
sufficient administrative authority to 
enable her to fulfill her tasks. In a 
hospital school of nursing that means 
that the director must be able to plan 
for theoretical and clinical phases of 
the student’s program without fear of 
depriving a patient of essential nurs- 
ing care. It means, also, that financial 
resources sufficient to support a pro- 
gram in nursing education should be 
available, that the director is aware 
of these financial resources, to enable 
her to budget these funds to the best 
advantage in the operation of the 
school. 

The “good” hospital school of nurs- 
ing will provide clinical experience, 
through an acceptable affiliation if 
necessary, in the essential nursing 
services of medicine, surgery, obstet- 
rics, and pediatrics, plus specialties, 
preferably psychiatry and _ public 
health. Such experience will be prop- 
erly supervised and will be on an 
educational rather than a_ service 
level. 

This school of nursing will give 
adequate consideration to the physi- 
cal, social, and recreational needs of 
its students. It will provide suitable 
housing which is comfortable, but not 
necessarily luxurious or elaboraie. It 
will have established reasonable rules 
and regulations for its students, with- 
out expecting them to devote ever) 
waking hour to the study or practice 
of nursing. It will recognize its stu 
dents as potentially independen' 
members of society and strive to de 
velop self-reliant influential citizen: 
and Christians. 


Probable Trends in Nursing 
Education 

Some have asked if, in view of r 
cent proposals for the future of nur: 
ing education, we are being realistic | 
preparing to defend the “three-ye: 
school.” As one hospital administrat 
writes: “What are the probabiliti 
and possibilities for the future of t! 
three-year school?” 

Experienced nurse educators a 
willing to accept the proposal th 
the number of schools of nursing ! 
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reduced — until they think in terms 
of what such a reduction might mean 
to their own schools. They realize 
that there are far too many poor 
schools which provide neither the pro- 
fessional nor the personal education 
desirable for nurses. These are the 
schools which provide for a 44-hour 
veek for their young students — but 
mly on paper. These are the schools, 
vhich, because of lack of sufficient 
sumbers and types of patients in 
linical services, prepare the student 

) function as a graduate nurse in 
this institution, but handicap her seri- 
cusly if she attempts to serve in insti- 
tutions providing a more diversified 
clinical experience. But, when it 
comes to examining one’s own school 
in the light of established criteria 
of a good school of nursing, too 
many personal loyalties and preju- 
dices influence the conclusions of the 
evaluation. 

There seems little doubt that the 
number of schools will be reduced, 
and should be reduced. Since our 
schools are predominantly hospital 
controlled, it follows that the ma- 
jority of those which are to discon- 
tinue will be of that type. For the 
same reason, however, the majority of 
those which will continue to educate 
nurses will be hospital schools. In 
stubbornly clinging to a school of 
nursing which is inadequate by stand- 
ards, known in the profession for 
more than 20 years, we are serving 
no cause. The student is not bene- 
fited, since she is often at a disad- 
vantage when she faces professional 
practice outside of the hospital which 
“trained” her. The hospital does not 
gain financially. A cost analysis of a 
good school of nursing will demon- 


strate usually that the operation of 
the school is a financial burden to 
the hospital, and that a staff of grad- 
uate nurses and auxiliary workers 
would cost no more than the school. 
The patient could be cared for by a 
graduate and auxiliary staff, probably 
at no increased cost. The religious 
community operating the school cer- 
tainly is not helped by a reputation 
for conducting a weak school of nurs- 
ing. Nursing education under Cath- 
olic auspices definitely suffers. 





A REMINDER: “HP” WANTS 
TIME-SAVING HINTS 


Last month, it was announced 
that “Hospital Progress” is looking 
for short articles, a few paragraphs 
or a few pages, describing short 
cuts and time savers of any nature, 
and in any hospital department. 
Fancy English is not necessary, and 
the “articlettes” — to coin a terrible 
new word — need not be typewrit- 
ten. All that is necessary is that 
they are potential aids to other 
Sisters and Brothers in the hospital 
field. If pictures accompany the 
text, so much the better. 

Please remember this new-born 
department, or it may turn out to 
be an incubator baby! 





The reduction in the number of 
individual schools will not mean, 
necessarily, that fewer nurses will 
graduate each year. It is interesting 
to note that, in 1941, 1303 state- 
accredited schools of nursing had 
an average student body of 67. The 
figures for 1947 show 1253 schools 
with an aVerage student body of 85. 
Moreover, there should be a more 
economical use of available faculty 
personnel by reducing the number of 


schools, thus improving the quality 
of education. 

A second probability for the three- 
year school is that there will be an 
effort to provide for the school a 
measure of autonomy. In Catholic 
schools of nursing this autonomy 
would have no relation to the regular 
lines of religious authority, but would 
allow the director to function as the 
administrative officer of the school, 
without complete subjection to hos- 
pital interests. 

A third trend seems to be the use 
of available facilities for the estab- 
lishment of educational relationships 
with colleges and universities. The 
number of such relationships is grow- 
ing constantly, and the variety of 
patterns existing gives little clue to 
their relative desirability. In some in- 
stances, a good hospital school of 
nursing has weakened its program by 
entering into a relationship with an 
institution of higher learning which 
was not planned to provide for sound 
education. In order to be of assistance 
to its members in this area, the Con- 
ference of Catholic Schools of Nurs- 
ing plans an intensive study in the 
immediate future, to determine which 
patterns of educational relationship 
are best suited to the needs of the 
three-year school.” 


Planning for the Future 

What can the three-year school 
do in preparation for these probable 
developments in nursing? The Con- 
ference of Catholic Schools of Nurs- 
ing has recommended that religious 
communities conducting schools of 
nursing survey their own schools, ot 
have such a survey made by a nurse 
educator who will be objective and 





Annual Communion Breakfast of the Catholic Nurses’ League, Diocese of Pittsburgh, May 23. Left: 

Members of the League leaving St. Paul’s Cathedral, Pittsburgh, for breakfast at Hotel Schenley. 

Right: Rev. Donald A. McGowan, Director, Bureau of Health and Hospitals, N.C.W.C., and Rev. James 
P. Logue, Spiritual Director of the League, with the Officers. 
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unbiased. Also, the Conference has 
offered to assist in providing for such 
surveys through the continuation of 
its Evaluation Program as a means 
of counseling the member schools. If 
such a survey reveals a school as 
good, there is little for the director to 
fear for the future. 

Such a survey will reveal many 
excellencies in a school of nursing. 
It may reveal many weaknesses. 
Whether or not the weaknesses can 
be remedied is an individual prob- 
lem. Perhaps a school has no possi- 
bility of affiliating for desirable 
clinical experiences; perhaps lack of 
sufficient funds is inherent in the 
situation and cannot be remedied, 
thus contributing to other weak- 
nesses, such as lack of adequately 
prepared faculty members, or too few 
faculty members for the number of 
students in the school, etc. If the 
weaknesses can be remedied, then 
steps should be taken to do so as soon 
as possible, so that the system of 
three-year schools will be preserved 
and strengthened. If the weaknesses 
are extensive and irremediable, the 
school should close, voluntarily. 

When it is suggested that a hos- 
pital discontinue its school of nursing, 
the immediate reaction is that such 
a step would mean the hospital would 
be unable to furnish nursing care for 
its patients. The fear is understand- 
able, particularly at the present time 
when it is difficult to obtain graduate 
nurses in sufficient numbers to fill 
hospital staff positions. At the same 
time, such a statement constitutes an 
admission that student nurses are be- 
ing used to provide service, and, it 
is doubtful if, under such circum- 
stances, the education of the student 
can be given sufficient attention. 

In rural areas, it is feared that 
once students leave the small com- 
munity to enter a school of nursing 
in a large city, they will be loath to 
leave, thus depriving the hospital of 
potential staff members. Such a view 
is realistic. It would seem that geo- 
graphic location, alone, should not 
determine the future of a school of 
nursing, however, we would not agree 
that all schools in rural areas must 
be retained. However, some means 
of encouraging graduate nurses to 
accept positions in rural hospitals is 
necessary now, and will be more 
necessary if some rural schools should 
be discontinued. 

The hospital will be loath to close 
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its school of nursing unless some pro- 
vision can be made to compensate 
for the loss of nursing service. Cen- 
tralization offers one possibility for 
schools which, individually, are un- 
able to meet the standards of a good 
school of nursing. This does not mean 
simply a centralized pre-clinical pro- 
gram, but one school of nursing where 
several existed previously. Such a 
step means loss of identity to the 
co-operating units, and is not easy 
to achieve. It is, however, often a 
means of improving both quality and 
quantity of nursing education. Co- 
operating hospitals provide clinical 
facilities for the students, probably 
contributing to the enrichment of the 
student’s program by offering experi- 
ence with patients from various racial 
and occupational groups. One hos- 
pital may be in a rural area; another 
urban. One hospital may provide ex- 
perience with patients from a mining 
area; another with patients from an 
industrial area. It may be of interest 
to note that there are, as far as is 
known, 11 central schools now con- 
ducted under Catholic auspices. 
These 11 schools represent. about 30 
institutions originally conducting in- 
dividual schools. Centralization, then, 
serves two purposes. It should be a 
means of improving the quality of 
education offered, probably at less 
expense. At the same time, it reduces 
the number of individual schools of 
nursing, while continuing to utilize 
many of the clinical facilities of the 
former schools. 

The three-year school which can- 
not remedy weaknesses and does not 
choose to or cannot arrange for cen- 
tralization is left with two alterna- 
tives. The hospital may consider con- 
ducting a program for practical 
nurses. Here, again, however, certain 
standards must be met. It is to no 
avail if the poor three-year school 
merely becomes a poor school for 
practical nurses. 

The final suggestion usually offered 
is that the hospital develop in-service 
educational programs for the post- 
graduate education of R.N.’s; for 
possible senior term specialization of 
students; or for the preparation of 
auxiliary workers for service in the 
sponsoring institution. 


Summary 
No improvement in education, in- 
dustry, science, or culture; no growth 
of an individual ever resulted from 


Satisfaction with the status quo. 
Change we accept as inevitable. For- 
tunately, it is within our power to 
direct changes in the pattern of nurs- 
ing education so that the result will 
be both a better education for the 
student and better nursing care for 
the patient. 

It is good to look to the past in 
planning for the future, learn from 
the mistakes of our predecessors. But, 
it is folly to hold that nothing of the 
past can be adapted to the future. 

In considering the future of nursing 
education, the Conference of Catholic 
Schools of Nursing asks for the pres- 
ervation of three-year schools, as the 
only means by which an adequat: 
number of bedside nurses will bs 
assured. However, the Conference de 
mands that schools which continu: 
to offer the three-year program, o 
some modification of it, provide 
sound education for their students. In 
the further development of | this 
policy, it is proposed that future 
articles be published in these columns 
dealing with the good three-year 
school of the future, focusing atten- 
tion upon the areas of Organization, 
and Administration; Faculty; Selec- 
tion and Competence, the Educa- 
tional Program; Guidance Programs, 
and other important phases of the 
education of nurses. 





Ascribe Cancer Cure to Mother 

Cabrini 

Complete cure of an advanced cancer 
of the throat was recently ascribed to 
the intercession of St. Frances Xavier 
Cabrini in Denver, Colo. Doctors had 
given the patient, Edward F. Miller, up 
as hopeless, being of the opinion that an 
operation would have only clinical value 
X-ray treatments were continued, how- 
ever, and at the same time relatives and 
friends joined in prayer to Mother 
Cabrini. Gradually improvement set in 
and the large open wound at the pa- 
tient’s neck closed, to the complete mys- 
tification of the attending doctors. 


French Nun Receives Decoration 

Mother Radegonde, of the Congrega- 
tion of St. Joseph of Cluny, was rece th 
awarded the Legion of Honor by the 
French government for her work ir the 
leper colony in Madagascar. Mo her 
Delphine, a member of the same :0m- 
munity, who already possessed the ‘ec- 
oration, pinned the medal on M: ‘her 
Radegonde. The four Sisters wh. at- 
tended the ceremony had a com! .ned 
service record of 201 years in }' :da- 
gascar. 
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Medical Technologists’ Convention 


The American Society of 
Medical Technologists held its 
16th Annual Convention in St. Paul, 
Minnesota, June 7-9. Among the 500 
technologists from the United States 
ind Canada who attended were 78 
sisters, the largest group ever to at- 
end one of these meetings. 

Some 39 addresses were delivered 
t the sectional meetings, ranging in 
ubject matter from descriptions of 
echnological procedure to training 
roblems of technologists. Among 
hem was an address by Sister 
\[. Antonia, instructor in clinical 
pathology and _ superintendent of 
Georgetown University hospitals, 
Washington, D. C. Discussing radio- 
active isotopes, Sister Antonia said 
that, while thus far no cure has been 
found for cancer in the isotope re- 
search, “numerous possibilities _re- 
main to be explored.” 


The American Association of 
Medical Record Librarians an- 
nounces the appointment of Miss 
Martha M. Bailer, R.N., R.R.L., as 
executive secretary. Miss Bailer re- 
cently resigned as director of the 
medical records department, Chil- 
dren’s Hospital of Michigan, Detroit. 


Blue Cross hospital service plans 
now have an enrollment of more 
than 30 million people, after a first 
quarter growth of more than 900,000 
members, it was announced recently. 
The enrollment is divided as follows: 
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United States (including Puerto Rico) : 
28,184,777; Canada: 2,069,679. 


The Washington State Hos- 
pital Association at its recent elec- 
tion elected Sister Providence, R.N.., 
Superior of Providence Hospital, Se- 
attle, as first vice-president. 


The Third Institute on Hos- 
pital Pharmacy, which was held at 
Princeton Inn, N. J., June 28—July 
2, had a busy program, with many 
leading authorities in the field as 
speakers. Subjects included planning 
of the hospital pharmacy to meet 
modern needs, the teaching respon- 
sibility of the hospital pharmacist, 
and techniques for promoting effi- 
ciency in the hospital pharmacy, 
among others. A special block of 
rooms was made available for the 
Sisters who attended the Institute. 


The National Foundation for 
Infantile Paralysis has issued pro- 
cedure methods for the recruitment 
of nurses and physical therapists for 
temporary infantile paralysis out- 
breaks. These procedures, which 
have the approval of the American 
Red Cross, provide for local advisory 
committees which are to determine 
the need for nurses or physical 
therapists in an emergency. It is rec- 
ommended that this committee be 
composed of one or more hospital 
administrators, a health officer on a 
local, state, or county level, a repre- 


sentative of the local American Red 
Cross Chapter, a representative of 
the county or district Nurses’ Asso- 
ciation, a representative of the Na- 
tional Foundation’s local chapter, a 
state representative of the National 
Foundation, and a representative of 
the County Medical Society. 

Besides recruitment, the procedures 
consider the 
qualifications of nurses, employment, 
supervision, hours of 
work, maintenance, travel expense, 
and personnel policies. 


following headings 
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Wayne University College of 
Nursing, Detroit, Mich.. 
that, beginning in September, 1948, 
it will offer a major program of study 
for graduate nurses in administration 
and teaching in schools of practical 


announces 


nursing. The program is divided into 


two different sections, for credit 
toward a degree, and for immediate 
preparation for a special need. For 
the latter course, students will be 
admitted for one semester of work, if 
they can submit evidence of need for 


such preparation. 


The Conference of Women’s 
Hospital Auxiliaries which will be 
held concurrently with the A.H.A. 
annual convention, will have discus- 
sions of such topics as how the 
auxiliary fits into the hospital pro- 
gram, by Graham L. Davis, president 
of the American Hospital Association, 
auxiliary relationships, and financial 
relationships. “The Auxiliary and the 
Public,” and “Service Concept of 


Auxiliaries” will be other topics 


The 78 Sisters Representing 24 Sisterhoods Who Attended the 16th Annual Convention of the American 
Society of Medical Technologists at St. Paul, Minn., June 7-9. 
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Sister Andrea 

Annual reports of schools of nurs- 
ing are, as yet, few and far between; 
as Sister Andrea expresses it in her 
article, this is “virgin territory.” We 
might add that it takes a person of 
imagination and real depth of back- 
ground to explore all the possibilities 
of any virgin territory — and Sister 
Andrea is such a person. Her article 
will testify to her imagination; and 
her background, which reads like a 
page from Who’s Who, includes: 
positions of supervisor, director of 
nursing, and administrator of St. Vin- 
cent’s Hospital, Indianapolis, which 
position she still holds; secretary- 
treasurer of the Indiana Catholic 
Hospital Association, 1938-1941, and 
vice-president during the current 
year; president, Indiana Hospital As- 
sociation, 1947-1948; board member 
and first vice-president of the Central 
District of the Indiana State Nurses’ 
Association, and board member of the 
Indiana State Nurses’ Association; 
and, since 1943, she has been a mem- 
ber of the American College of Hos- 
pital Administrators, and has been 
accepted for fellowship. 


Dr. Paul R. Hawley 

The chief executive officer of the 
National Organization of Blue Cross 
and Blue Shield Plans hardly needs 
an introduction to the readers of this 
journal. In the few short months 
since he accepted his present impor- 
tant office, he has made his convictions 
felt — convictions which he reiterates 
without equivocation in his article in 
this issue. 

Prior to becoming co-ordinator of 
the Blue Cross and Blue Shield, Dr. 
Hawley was the first chief medical 
director of the Veterans’ Administra- 
tion, a position to which he was 
named after retiring from the Army 
as a Major General. Among the recog- 
nitions which he received during his 
long army-medical career are the Le- 
gion of Merit and the Presidential 
Medal of Merit of Nicaragua. 


Mother Mary Immaculata 

Mother Immaculata of the Congre- 
gation of Saint Martha, who writes 
about the Alberta hospitalization 


plan, is at present administrator of 
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St. Michael’s General Hospital, Leth- 
bridge, Alberta, the latest in a series 
of similar positions which she has held 
for the past 22 years. In those years 
she was superintendent of St. Mar- 
tha’s Hospital in Antigonish, N. S., 
and of St. Michael’s General Hospi- 
tal. Between 1937 and 1942 she was 
president of the Corporation Sisters 
of St. Martha, and since 1943 she has 
been administrator of both St. Mar- 
tha’s in Antigonish and St. Michael’s 
General Hospital. 

Mother Immaculata belongs to a 
number of organizations, being among 
others a Fellow of the American 
College of Hospital Administrators. 
Between 1936 and 1937 she was vice- 
president of Alberta Hospital Associa- 
tion. 


Dr. Alan B. Noble 

“The Small Recovery Room,” the 
original of which was planned by the 
department of anesthesia of Hotel 
Dieu Hospital, Kingston, Ontario, 
and Hotel Dieu division of depart- 
ment of surgery, Queen’s University, 
is the contribution of Dr. Alan B. 
Noble, who replied to our request for 
some autobiographical notes that 
there was little to report. Actually, 
judging from the record, Dr. Noble’s 
career has been a busy one. After 
graduating from the University of 
Toronto Medical School in 1934, and 
interning at Toronto General Hospi- 
tal, he had four years of general prac- 
tice before training in anesthesia at 
McGill University. After that came 
the war, and the R.C.A.M.C. Fol- 
lowing demobilization, Dr. Noble was 
appointed anesthetist at the Hotel 
Dieu Hospital, Kingston. At present 
he is lecturer in anesthesia at Queen’s 
University Faculty of Medicine. 


Dr. Edward B. Tuohy 

Dr. Tuohy’s present article is the 
second of a series, the first having 
appeared in the March issue of 
HospitaL Procress. At that time, 
the fact was brought out that he is 
professor of anesthesiology at the 
Georgetown Medical Center, Wash- 
ington, D. C. Originally from the 
Midwest, Dr. Tuohy was connected 
with several hospitals in that area, 
among others the Mayo Clinic, after 












receiving his master of science degree 
in anesthesiology from the Univer- 
sity of Minnesota. He was also assist- 
ant professor of anesthesiology at the 
Mayo Foundation, graduate school of 
the University of Minnesota. Dr. 
Tuohy is a diplomate of the American 
Society of Anesthesiologists. 


Clarice Dobbins 

Miss Clarice Dobbins, who con- 
tributes a short article on discipline 
in a school of nursing, seems to re- 
member what it was like to be on 
the receiving end of the disciplining 
She received her training at St. Mar- 
garet’s School of Nursing, Montgom 
ery, Alabama, and specialized ii 
pediatrics. She studied for a while ir 
New York, took a six months’ courss 
in pediatrics at the Children’s Hos 
pital in Washington, D. C., an 
worked in the premature infant clini 
of Baltimore City Hospital. At pres 
ent she is supervisor of the pediatrics 
department at St. Margaret’s Hospi- 
tal, Montgomery, Alabama. 





Cardinal Griffin Cautions British 
Doctors Against Euthanasia, 
Abortion 
His Eminence Bernard Cardinal Grit- 

fin, Archbishop of Westminster, recently 
warned Catholic doctors in Great Britain 
to be wary of current tendencies in med- 
ical practice condoning voluntary eu- 
thanasia, abortion, or voluntary sterili- 
zation. 

Speaking at a special service for the 
Catholic physicians on the occasion of 
the annual convention of the British 
Medical Association, the Cardinal said 
that the State has no right to legalize 
voluntary euthanasia or _ voluntary 
sterilization because such practices ure 
against the moral law. 

“Tt is a doctor’s duty to save life 
not to destroy it, and if once it were 
recognized as part of his duty to inflict 
death he would rightly lose any confi- 
dence that the public had ever placed in 
him,” the Cardinal stated. He also em- 
phasized that no one has the right to 
take his own life, or permit others to 
take it for him, denouncing a cer‘ain 
British trend of thought which argues 
that incurables should be given t! 
privilege of being killed. 


nd 
C 


International Congress Planned 

by Catholic Nurses in 1950 

The international Committee of ( 
olic Nurses Associations recently m 
Paris to lay the groundwork for the »ro- 
posed congress the nurses plan to wld 
in Rome during the forthcoming ! ‘ol 
Year, 1950. 
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AN analysis of the bills introduced 
uring the last Congress discloses a 
ontinued interest in the improve- 
vent of the nation’s health. Legisla- 
on looking toward a national health 

; rogram along the lines of compul- 
sory health insurance made little 
| rogress. Emphasis was placed upon 
tie development of health facilities 
aad the stimulation of basic research. 

For instance, legislation was passed 
creating national institutes of dental 
research, heart research, and cancer 
research. Each of these institutes was 
established within the Public Health 
Service with an advisory council as 
the chief administrative agency. This 
legislation uniformly provided for 
“grants-in-aid to universities, hospi- 
tals, laboratories, and other public 
or private institutions, and to indi- 
viduals for such research projects as 
are recommended by the appropriate 
advisory council.’ A similar piece of 
legislation was introduced with the 
view toward establishing an institute 
for research in poliomyelitis but it 
failed of passage. 

Another bill designed to promote 
research work, particularly for the 
armed services, provided that “each 
of the Secretaries is authorized to 
make grants-in-aid to universities, 
hospitals, laboratories, and other non- 
profit institutions for the purpose of 
carrying on projects for research.” 
This bill passed the Senate on June 
1, but the subsequent legislative log 
jam prevented its passage by the 
House. 

The National Science Foundation 
Act met a similar fate; it having 
passed the Senate on May 6. This 
legislation would have granted schol- 
arships in medical, biological, and 
other basic sciences to “accredited 
non-profit American or non-profit 
foreign institutions of higher learn- 
ing’ The bill likewise provided that 
the Foundation should seek to 
Strngthen the research staffs of non- 
pro it organizations by letting con- 
tra ts to them. 


Legislative Pattern Set 
\-hile it is unfortunate that these 
bill did not receive Congressional 
ap} oval, it must nevertheless be 
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recognized that they have contrib- 
uted to the pattern of legislation 
which recognizes the value of the 
non-profit institution in the field of 
health. 

This is particularly important 
when consideration is given to an- 
other piece of legislation introduced 
into the Eightieth Congress, nameiy 
S. 140, which provided for the crea- 
tion of a new executive department 
of the government to be known as 
the Department of Health, Edu- 
cation, and Security. As originally 
introduced, this bill required that ef- 
forts should be made “to aid, stimu- 
late, and encourage the development 
of services and facilities, both public 
and voluntary . . . to promote volun- 
tary activities in the field of health, 
etc.” This section was eliminated by 
the Committee for the reason that it 
would compel the Secretary to recog- 
nize voluntary organizations. The 
bill died in the Committee, but it is 
significant in that it indicates a 
strong countertrend to that mani- 
fested in the research legislation 
which recognizes the value of non- 
profit health organizations. 

Attention was likewise given to the 
continuance of the Hospital Con- 
struction Program. H.R. 4816 was 
passed on June 19 which provided 
for a minimum allotment under the 
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Hospital Survey and Construction 
Act of $250,000 to each state for 
construction of hospitals. This was 
merely in the nature of a supple- 
mentary appropriation. 

The oft repeated argument that 
regulation follows the receipt of 
public funds was to a limited extent 
demonstrated by the passage of H.R 
6339, which provides that every state 
must, prior to July 1, 1948, enact 
minimum standards of maintenance 
and operation in case of hospitals 
receiving federal aid or the state 
shall not be entitled to any further 
allotments. 


Bill to Extend Social Security to 

Hospitals Passed House Only 
One of the most important bills 
introduced into this Congress, from 
the standpoint of hospitals, was H.R 
677 which would have extended So- 
cial Security coverage to employees 
of non-profit institutions on a volun- 
tary basis, thus preserving the tax 
exempt status of the institution. The 
method employed was to grant to the 
institution the right to 
waive its tax exemption insofar as 
Social Security is concerned, thus 
subjecting itself to the employer's tax 
for Old Age and Survivors Insurance 
The waiver could be withdrawn after 
two years’ notice, provided that it 


non-profit 


Lafayette Diocesan Council of Catholic Nurses Annual Convention at Anderson, 
Ind. Left to Right: Sister Alvera, director of nurses, St. Elizabeth Hospital, 
Lafayette; Most Rev. John G. Bennett, bishop of Lafayette; Sister Andrea, admin- 
istrator, St. Vincent’s Hospital, Indianapolis, whose article on the Annual Report 
of the School of Nursing appears in this issue; and Sister Celeste, director of 
nurses, St. John’s Hospital, Anderson. Standing, Left to Right: Genevieve Goetz, 
Lafayete, president, dioceson council; Kathryn Sullivan, chairman, Kokomo Unit; 
Rev. James Quinn, diocesan moderator; Mrs. Josephine Jones, 
chairman, Anderson Unit. 





had been in effect for five years. 
Once terminated it could not be re- 
newed. 

This legislation passed the House 
late in June but was not reported out 
of the Senate Finance Committee. 
This was admittedly unfortunate for 
the non-profit hospital, but at least 
an acceptable legislative device was 
formulated with the result that prob- 
ably it will be the model of future 
legislation looking to the extension of 
coverage of employees of non-profit 
institutions. 

Another piece of legislation failed 
of passage during the final days of 
the Eightieth session, but this, unlike 
the Social Security legislation, would 
not have been beneficial to the vol- 
untary hospitals. Specific reference is 
made to the Tax Revision Bill which, 
among other things, would have re- 
quired those hospitals whose gross 
income, less gifts or contributions, 
was $25,000 or more to file a com- 
plete financial return with the Bureau 
of Internal Revenue. This Bill, H.R. 
6712, passed the House on June 19 
but was not reported out of commit- 
tee in the Senate. 

Many other bills relating to health 
problems were introduced, but the 
above mentioned ones evoked the 
most interest and best demonstrate 
the attitude of the Eightieth Con- 
gress toward voluntary hospitals. 


Wabasha, Minn., Hospital 

Observes Golden Jubilee 

A solemn pontifical Mass celebrated 
by Most Rev. Leo Binz, coadjutor 
bishop of Winona, Minn., opened cele- 
brations on June 3 in observance of the 
fiftieth anniversary of the foundation 
of St. Elizabeth’s Hospital, Wabasha, 
Minn. A three-day exposition of the 
Blessed Sacrament and pre- 
ceded the celebration. 

The day’s activities included a musi- 
cal program and the observance of 
National Hospital Day, which had been 
postponed from May 12. The first baby 
born in the hospital on June 3 and its 
mother received free care. 


services 


55 Long-Time Employees Honored 
at St. Vincent's Hospital, N. Y. 
Fifty-five employees of St. Vincent’s 

Hospital, New York City, with service 

records ranging from 10 to 36 years, 

were decorated with sterling silver pins 
by Sister Loretto Bernard, administra- 
tor, in the nurses’ auditorium of the 
hospital on June 23. Dark blue in back- 
ground and with a maroon and silver 
shield, the pins, honoring a combined 
service record of more than 780 years, 
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Baby Care From Birth to Birthday 

By Dr. E. G. Lawler, M.D., Wilcox 
& Follett Co.. Chicago. 

Baby Care from Birth to Birthday is 
a 400-page book dealing with the every- 
day care of the baby during his first year 
of life. It is primarily intended for 
mothers and “incorporated are the many 
and varied questions,” the author him- 
self states, “that I have answered for 
mothers over a period of many years’ 
practice as a pediatrician.” 

The book is divided into seven sec- 
tions. The first, entitled “The Baby’s 
Needs,” deals with the importance of 
good physical care and love, with a 
happy and pleasant home environment 
and wise guidance and training. together 
with sympathetic understanding. The 
author is eager to encourage the mother 
to relax in caring for her baby and 
enjoying his infancy thoroughly. Effi- 
cient schedules of feeding, airing. sleep- 
ing, etc., are discussed, and although 
Dr. Lawler states “a baby should not be 
fed by the minute hand of the clock,” 
he is not an advocate of the baby 
setting his own schedule—a_ topic 
which has been much discussed in recent 
literature. 

Section Two—‘“Feeding the Baby” — 
discusses all phases of infant feeding, 
both breast and bottle. Much detail is 
given to the preparation of the food to 
avoid contamination, the food elements 
every baby needs, and the food essential 
to a good diet. Also included in this 
section are problems connected with 
feeding such as colic, vomiting, etc. 
Many mothers have false impressions 
and interpretations of colic and _ its 
treatment, and Dr. Lawler’s explanation 
and advice should enlighten and allay 
many maternal fears. 

An especially interesting feature of 
the book is Section Three dealing with 
the month-by-month development of the 
baby. There are 12 chapters — one for 
each month of the baby’s first year, and 
each chapter is divided into 3 main parts: 
Growth and Development, Feeding and 
General Care. The material on Feeding 
and General Care is handled in question 
and answer form. A mother can know 


what to expect in her baby, from the au- 
thor’s emphasis on the difference in the 
development of babies. Although the age 
in months is the same, the achievements 
of the individuals may be different, yet 
still be within normal range. This sec- 
tion of the book is by far the largest 
comprising some 200 pages, many of 
which include photographs. There are 
two illustrations of restraints which the 
author states “may be used to contro 
or inhibit thumb sucking.” The valu 
and effects of these devices have als: 
been a source of much discussion among 
pediatricians and psychologists. 

The remaining sections are “The Care 
of the Premature Baby, Diseases an 
Disorders, Contagious and Infectiou 
Diseases, and Emergency Treatment and 
First Aid.” This information is mos 
helpful to the mother in safeguarding 
her infant’s health. 

The author achieves the aims he has 
stated in the preface — that of supply- 
ing detailed information to the mother 
which she will need in caring for her 
baby. The book is an accumulation of 
experience from a pediatrician’s prac- 
tice and not from controlled observa- 
tions. It is written in a simple uniform 
manner which any mother can under- 
stand without advanced education and 
knowledge. Enough humor is dispersed 
throughout the book to maintain the 
reader’s interest. A delightful feature is 
the rich use of photographs which sup- 
plement the text and demonstrate many 
procedures in the care of the baby 
which otherwise would be difficult to 
explain. 

In our opinion, although Baby Care 
from Birth to Birthday was written pri- 
marily for mothers, it has a value as 
reference book for interns in obtaining 
information for lecturing and advisii 
the mother. The obstetrical nurse 
pediatric nurse will have a wealth of 
practical knowledge which she may 
part to the mother either in the | 
pital ward or in the clinic. It ce 
also be used as a reference book 
instructors in nursing, especially in w 
teaching programs, and would b 
worthy addition to any ward libron 





bear the seal of the American Hospital 
Association and are inscribed with the 
name of St. Vincent’s Hospital, the ini- 
tials of each employee, and the number 
of years of service. 

Of the employees recognized by the 
hospital, the oldest in terms of service 


was Frank Beirne, who has been p 
in St. Jerome’s Hall of the hospita 
the past 36 years. Mr. Beirne, ne: 
70, was retired from service last \ 
Others include doctors, secretari¢ 
dietitian, an engineer, and a hi 
keeper. 
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